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Abstract
The need to convert theory into practice within the nutrition field involves 
incorporating research findings regarding nutritional health into the practice 
of dietitians. Evidence based practice is a form of this process. Nationally 
and internationally the move towards evidence based health care is 
represented by the development of evidence based practice guidelines.
The aim of this thesis was to make recommendations for the development 
of Australian dietetic practice guidelines for diabetes (DPGD). The objectives 
of this thesis were to audit the development processes of three sets of 
existing DPGD, to compare and contrast the content of these guidelines and 
describe dietitians' current practice and views on best practice in Type 2 
diabetes.
The first part of the thesis compared and contrasted Queensland, New 
Zealand and American DPGD for development processes and content. The 
National Health and Medical Research Council (NHMRC) recommendations 
were used to critique the development processes. The second part of the 
thesis involved interviews with dietitians working in the field of diabetes. 
The principles of ethnography were adopted for the methodology. 
Ethnography is a field of qualitative social science research, which aims to 
describe what people do in their daily lives. In keeping with this approach, 
in-depth interviews were applied to capture the dietitian's own descriptions 
of diabetes management.
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Recommendations were constructed for dietetic practice, the development 
process and content of the Australian DPGD and future research. The 
proposed models of dietetic practice describe current and best practice; the 
current gaps between research and practice and the need to define roles 
within the diabetes care team. The purpose of DPGD is explored and the 
main recommendation for adaptation of the American guidelines using the 
process recommended by the NHMRC is outlined. Collaborative research is 
recommended in the areas of dietary guidelines for Type 2 diabetes and 
dietetic practice. With such professional support systems dietitians have the 
opportunity, in their everyday practice, to contribute to improved health 
outcomes for people with diabetes.
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Table of Contents
Abbreviations.....................................................................................................  1
List of Tables.....................................................................................................  2
Part 1 Guidelines for Dietary Practice in Diabetes; An overview..................  3
1.0 Current Dietary Guidelines................................................................... 3
1.1 Carbohydrate..................................................................................  8
1.2 Dietary Fat.....................................................................................  14
1.3 Sodium..........................................................................................  18
1.4 Energy Balance..............................................................................  20
2.0 Exercise.............................................................................................. 25
3.0 Putting Theory into Practice.................................................................  27
4.0 Dietetic Practice Guidelines for Diabetes............................................... 3q
5.0 Aims of this Thesis............................................................................  33
Part 2 Audit of Practice Guidelines.............................................................  34
1.0 Theoretical Significance of Clinical Practice Guidelines..........................  34
2.0 Method............................................................................................... 38
3.0 Critical Review of Guidelines Development............................................. 41
3.1 Queensland Best Practice Guidelines for the
Management of Type 2 Diabetes - Dietetics.......................................  41
3.1.1 Description of the Components.......................................................  41
3.1.2 Comparison to the NHMRC Development Process............................. 51
3.2 New Zealand Dietetic Association Diabetes Special Interest
Group Standards of Practice for Type 2 Diabetes Mellitus.....................  53
3.2.1 Description of the Components.................................   53
3.2.2 Comparison to the NHMRC Development Process............................. 59
3.3 American Dietetic Association Nutrition Practice Guidelines
For Type 2 Diabetes............................................................................ 62
3.3.1 Description of the Components.......................................................  62
3.3.2 Comparison to the NHMRC Development Process.............................. 67
3.4 Discussion - Recommendations for Guideline Development....................  69
3.5 Summary...........................................................................................  75
4.0 Comparison of Content in Queensland, New Zealand & American
Guidelines..........................................................................................  76
4.1 Queensland Best Practice Guidelines for the
Management of Type 2 Diabetes - Dietetics......................................... 76
4.2 New Zealand Dietetic Association Diabetes Special Interest
Group Standards of Practice for Type 2 Diabetes Mellitus.....................  82
4.3 American Dietetic Association Nutrition Practice Guidelines
For Type 2 Diabetes............................................................................ 85
4.4 Discussion - Recommendations for Content of Guidelines....................... 90
4.5 Summary...........................................................................................  104
Sallyanne Knights, Table of Contents
1.0 Introduction......................................................................................... 108
2.0 Method................................................................................................ 110
3.0 Results................................................................................................ 117
3.1 Informants...................................................................................... 117
3.2 Core Activities of Dietetic Management............................................  119
3.3 Assessment 120
3.3.1 Theoretical Significance.......................................................................  120
3.3.2 Interview Results................................................................................  125
(i) Role of Assessment............................................................  129
(ii) Dietary Assessment...........................................................  133
3.3.3 Discussion........................................................................................... 137
3.4 Education 142
3.4.1 Theoretical Significance.......................................................................  142
3.4.2 Interview Results................................................................................  147
(i) Role of Education...............................................................  152
(ii) Quantity of Carbohydrate...................................................  156
(iii) Aboriginal Culture............................................................... 161
3.4.3 Discussion..........................................................................................  162
3.5 Goal Setting 167
3.5.1 Theoretical Significance.......................................................................  167
3.5.2 Interview Results................................................................................  170
(i) Role of Goal Setting............................................................  177
3.5.3 Discussion..........................................................................................  178
3.6 Monitoring Outcomes 182
3.6.1 Theoretical Significance.......................................................................  182
3.6.2 Interview Results................................................................................  186
(i) Purpose of Monitoring Outcomes.........................................  188
(ii) Weight Management..........................................................  190
(iii) Appointment Schedules......................................................  193
3.6.3 Discussion........................................................................................... 196
3.7 Best Practice 199
3.7.1 Theoretical Significance.......................................................................  199
3.7.2 Interview Results................................................................................  200
(i) Dietetic Process.................................................................. 200
(ii) Patient Focus..................................................................... 200
(iii) Diabetes Team..................................................................  201
(iv) Dietetic Practice Guidelines for Diabetes............................... 201
(v) Continuing Professional Development..................................  202
(vi) Research & Quality Assurance............................................. 205
3.7.3 Discussion........................................................................................... 207
3.8 Summary............................................................................................ 211
Part 3 Interviews with Dietitians................................................................... 108
Sallyanne Knights, Table of Contents
1.0 Practice Recommendations.................................................................. 221
1.1 Dietetic Practice.................................................................................  221
1.2 Dietary Guidelines.............................................................................  222
2.0 Dietetic Practice Guidelines for Diabetes................................................  224
2.1 Guideline Content...............................................................................  224
2.2 Guideline Development Process........................................................... 225
3.0 Professional Development...................................................................  226
4.0 Research Issues & Questions............................................................... 226
4.1 Dietetic Practice................................................................................  226
4.2 Dietary Guidelines.............................................................................  227
4.3 Research Collaboration.......................................................................  228
Reference List................................................................................................. 229
Appendix Index.............................................................................................  240
Appendices....................................................................................................  241
Thesis Certification..........................................................................................  277
Part 4 Summary of Recommendations...........................................................
Sallyanne Knights, Table of Contents
Abbreviations
DPGD
CPG
BMI
BP
SFA
TG
BGL
DCCT
HbAlc
UKPDS
CHO
MUFA
LDL
HDL
CHD
FBGL
GI
PU FA
ADA
VLDL
RCT
GE
GGE
CVD
DASH
SMBG
NHMRC
DAA
ADEA
QBPG
NZSC
ANPG
CBDGP
GP
DA
NHF
NZDA
NPG
MNT
OHA
Qld
CDE
ACT
NSW
DSIG
SA
WA
NT
DH
FFQ
WFR
FR
NESB
NB
E
CIP
Rec
Dietetic Practice Guideline for Diabetes
Clinical Practice Guidelines
Body Mass Index
Blood pressure
Saturated Fat
Triglycerides
Blood Glucose Level
Diabetes Complications Control Trial
Haemoglobin A1C
United Kingdom Prevention of Diabetes Study
Carbohydrate
Monounsaturated fat
Low Density Lipoprotein
High Density Lipoprotein
Coronary Heart Disease
Fasting blood glucose levels
Glycaemic Index
Polyunsaturated fat
American Dietitians Association
Very Low Density Lipoprotein
Randomised Control Trial
Glycaemic Equivalent
Glucose Glycaemic Equivalent
Cardiovascular Disease
Dietary Approaches to Stop Hypertension
Self Monitoring of Blood Glucose
National Health & Medical Research Council
Dietitians Association of Australia
Australian Diabetes Educators Association
Queensland Best Practice Guidelines
New Zealand Standards of Care
American Nutrition Practice Guidelines
Central Brisbane Division of General Practice
General Practitioners
Diabetes Australia
National Heart Foundation
New Zealand Dietetic Association
Nutrition Practice Guidelines
Medical Nutrition Therapy
Oral Hypoglycaemic agents
Queensland
Certified Diabetes Educator 
Australian Capital Territory 
New South Wales 
Diabetes Special Interest Group 
South Australia 
Western Australia 
Northern Territory 
Diet History
Food Frequency Questionnaires 
Weighed Food Records 
Food Records
Non English Speaking Background 
Nutrient Based 
Exchange Group
Consumer Information Processing 
Recommendations
Sallyanne Knights, Abbreviations 1
List of Tables
Table Title
1 Nutritional Composition of the DASH diets....................................................  19
2 Elements of Best Practice for Long Term Weight Loss.................................... 24
3 Components of Food & Nutrition and Drug Trials..........................................  29
4 NHMRC Stages of Guideline Development.....................................................  35
5 Levels of Evidence......................................................................................  37
6 Criteria for Assessing Suitability of Guidelines...............................................  40
7 Comparison of Queensland Guidelines Development to NHMRC Guidelines.......  42
8 Levels of Evidence for Risk Factors & Diabetes Management (QBPG)..............  47
9 Comparison of New Zealand Standards Development to NHMRC Guidelines.....  54
10 Comparison of American Guidelines Development to NHMRC Guidelines.........  52
11 Comparisons of Guidelines Development to NHMRC Guidelines......................  72
12 Comparison of Guidelines Content...............................................................  93
13 Comparison of Guidelines Recommendations................................................  105
14 Proposed Sample....................................................................................... m
15 Interview Questions...................................................................................  H 4
16 Recruited Sample....................................................................................... H 7
17 Dietitians Work Characteristics....................................................................  H g
18 Dietary Assessment Tools...........................................................................  122
19 Education Topics........................................................................................  155
20 Patient Centred Counselling........................................................................ 1 70
21 Follow Up Schedules - Research.................................................................. 135
22 Appointment Details..................................................................................  ig 3
23 Follow Up Schedules - Practice...................................................................  194
24 Research Questions from Interviewees........................................................  206
Sallyanne Knights, List o f Tables 2
Part 1 Guidelines for Dietary Practice in Diabetes; An Overview
1.0 Current Dietary Guidelines
Diabetes is a national and international health priority due to the growing 
concern for the prevention and management of diabetes and diabetes 
related complications (1). There are three types of diabetes, type 1 diabetes 
which usually presents in childhood and requires exogenous insulin, Type 2 
diabetes which develops in adulthood and is associated with increase insulin 
resistance and Gestational Diabetes Mellitus, defined as a glucose 
intolerance that is first recognised and diagnosed in pregnancy.
The focus of this thesis is on the dietetic management of Type 2 diabetes, 
highlighting issues pertinent to best practice and recommending a process 
to develop dietetic practice guidelines for Type 2 diabetes (DPGD). Both 
practice guidelines and nutrient recommendations are referred to in the 
thesis. Nutrition recommendations are fixed and practice guidelines provide 
direction to the practitioner. Clinical decision making is done with reference 
to certain theoretical frameworks. Macronutrient targets are a reference 
value on which negotiations for dietary change are based, so they can be 
included within practice guidelines.
The thesis includes a literature review, outlining general dietetic 
management principles for Type 2 diabetes, nutrient recommendations and 
the practical implementation of research findings in the clinical setting. 
Links between theory and practice in dietary management are outlined, 
beginning with dietary guidelines. This is followed by an overview of how
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the scientific evidence is best implemented in practice and finally the role of 
clinical practice guidelines (CPG) is introduced.
The dietary management goals for adults with Type 2 diabetes are to,
Obtain and maintain optimal nutrition status 
Obtain and maintain optimal blood glucose control 
Obtain and maintain optimal lipid levels
Minimise the risk of complications associated with Type 2 diabetes 
Obtain and maintain appropriate body weight (2)
The dietetic management of Type 2 diabetes needs to account for 
associated risk factors, comorbidities and complications associated with 
Type 2 diabetes. Risk factors requiring dietary intervention are overweight 
and obesity, hypertension and dyslipidaemia.
• Overweight is a risk factor for cardiovascular mortality and there is 
evidence of the benefit of intervention at Body Mass Index (BMI) 
27kg/m2 and above (3).
• Hypertension is a risk factor for microvascular and macrovascular 
complications of diabetes. Dietary interventions that assist in the 
lowering of blood pressure (BP) include weight management and the 
reduction of salt and alcohol. The risk of coronary and other 
macrovascular disorders is 2-5 times higher in people with diabetes 
compared to the non diabetic population (3).
• The dietary correction of dyslipidaemia is related to improved blood 
glucose control, reduced saturated fat (SFA) intake, reduction of body 
weight if indicated and a reduction of alcohol intake if triglycerides 
(TG) are elevated (3).
Improved blood glucose levels (BGL) can reduce the development and 
progression of retinopathy, nephropathy and neuropathy. The presence of
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microalbuminuria is a strong predictor of macrovascular disease and 
nephropathy.
Powers et al (1993) cited the results from the Diabetes Complications 
Control Trial (DCCT) indicating that intensive management of Type 1 
diabetes results in approximately 50% reduction of microvascular disease 
and neuropathy without an increase in risk of death, macrovascular disease 
or a change in quality of life. The role of the dietitian was integral in the 
achievement of haemoglobin A le  (HbAlc) goal (4), so further review of the 
DCCT is warranted.
The United Kingdom Prevention Diabetes Study (UKPDS), for people with 
Type 2 diabetes also demonstrated that intensive management produced 
reductions of up to 44% in diabetes related complications (5). Other diet 
related diseases or conditions might be present with the diabetes and need 
consideration in the overall dietetic management. Dietary management 
principles for Type 2 diabetes are discussed in more detail in the following 
sections.
The literature continues to evolve to provide a greater understanding of the 
optimal nutritional prescription for Type 2 diabetes. Nutrition guidelines 
outline weight management targets, general nutritional targets and nutrient 
prescriptions to improve metabolic outcomes, including carbohydrate 
(CHO), fibre and dietary fats (2, 6). Australian evidence based guidelines for 
management of Type 2 diabetes are currently being developed (7).
Two areas of current interest concerning the dietary management of Type 2 
diabetes are CHO and monounsaturated fat (MUFA). Both high MUFA and
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high CHO diets lower low density lipoprotein (LDL) cholesterol, but high a 
CHO diet can result in increased insulin concentrations, raised serum TG 
and lowered high density lipoprotein cholesterol (HDL) (8). Grundy (1991) 
suggests that different dietary prescriptions are required in Type 2 diabetes 
and these are related to the degree of insulin resistance (9).
The style of dietary interventions suggested by Grundy was tested by Milne 
et al (10). The trial involved the randomization of participants to one of 
three diets, weight management (no specific prescription), high CHO/ high 
fibre (55% CHO, 30% fat < SFA, 15% protein) and modified lipid (45% 
CHO, 36% fat (12:12:12), 19% protein). Participants did not meet the 
nutritional prescriptions however an 8% reduction in HbAlc occurred 
regardless of prescription (10). Poor compliance to the diet suggests that it 
may be more effective to moderate both CHO and fat. Further research is 
required to test Grundy's hypothesis.
In practice dietitians prescribe individualized diets based on a person's 
metabolic parameters, social and lifestyle factors. Research indicates that 
both a high CHO diet based on high fibre and low glycaemic foods and 
higher fat diets with reduced SFA are beneficial in diabetes management. 
So which type of diet does the dietitian choose? The recommendation for a 
reduction in intake from SFA has been accepted in view of the increased risk 
of coronary heart disease (CHD) in diabetes. Whether the remaining energy 
should be replaced with CHO or MUFA (2, 6, 8) remains controversial. Most 
recent research suggests that an appropriate combined energy contribution 
of CHO and MUFA to the diet is 70%, comprising of 10% SFA and 20% from 
protein (8).
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A high CHO, based on the American Diabetes Association guidelines for 
Type 2 diabetes, diet was tested by Pi-Sunyer et al (1999), which aimed to 
evaluate the effects of a prepared meal plan and self selected diet. Both 
interventions provided 55-60% CHO, 20-30% fat and 15-20% protein. 
Nutrition targets were met by both groups and resulted in metabolic 
changes including improved BMI, reduction fasting blood glucose levels 
(FBGL), HbAlc, TG, LDL, HDL and a decrease in BP (11).
In support of a higher fat diet the Diabetes and Nutrition Study Group of the 
Spanish Diabetes Association (12) observed the nutritional patterns of 44 
subjects with Type 2 diabetes. The dietary assessment tool was a seven day 
weighed food record. This was compared with the mean of three HbAlc 
results. The authors noted day to day variation in CHO intake, however 
reported that the variation did not affect blood glucose control. The 
macronutrient and energy content of the diet comprised of; 37 - 41% fat 
(SFA 11 - 14%), 15-19g dietary fibre, and 1707 - 1978 kcal. A limitation of 
the study was that it applied a dietary assessment tool for current intake 
and compared this to a retrospective value for blood glucose control, the 
average HbAlc. The reported nil effect of the variable CHO intakes requires 
cautious interpretation.
There is not just one optimal diet for diabetes (13). Evidence supporting 
different ratios of CHO and fat types in managing Type 2 diabetes is derived 
from retrospective studies such as the Willet Nurses Study, indicating that 
low Glycaemic index (GI) prevented diabetes. Likewise it is suggested that 
not all fats are equal, with SFA being indicated in the development of Type 
2 diabetes and Polyunsaturated Fat (PUFA) neutral (13). Research indicates 
that diets high in CHO increase TG and lower HDL, MUFA and PUFA diets are
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associated with decreases in total cholesterol and omega 3 fatty acids 
decreases in TG (14).
Whilst it is recommended that we refer to research to inform practice, in 
choosing the appropriate nutrient prescription we also need to refer to 
practice to direct research. In practice, dietitians modify the diet to best 
meet a person's usual eating habits, preferred foods, cultural and religious 
requirements and their diabetes and other diet related health needs. 
Dietitians do not randomly assign diets to individuals. The challenge is to 
test the assignment of individualized diets based on individual needs.
1.1 Carbohydrate
A review of in vitro, animal models, healthy and diabetic humans 
recommended that further attention be given to the postprandial blood 
glucose excursions (15). Issues related to hyperglycaemic episodes included 
increases in glomerular filtration rate, retinal perfusion, delayed stomach 
emptying and changes related to macrovascular disease. Recent reports 
from the DCCT suggested that diabetes complications are related to factors 
other than HbAlc such as postprandial glycaemic excursions (15). The 
authors concluded that there is no clear threshold for the development of 
complications. Therefore the aim of management should be to achieve near 
normal BGL, not only in the fasting or in daily averages but also in the 
postprandial state (15). This places an even higher importance in the 
dietary management on type, quantity and teaching methods for CHO and 
the monitoring of the effects of nutrient prescriptions on BGL.
Sallyanne Knights, Part 1 Guidelines for Dietary Practice in Diabetes; An Overview 8
The topics of type, quantity and teaching methods for CHO are an area of 
controversy for dietitians in the management of Type 2 diabetes. Two 
common approaches to diabetes education are the GI which is an 
established, physiologically based method to classify foods according to 
their blood glucose raising potential and the CHO exchange; a serve of food 
providing approximately 10-15g CHO. Both methods are used to predict 
postprandial blood glucose responses to dietary CHO.
Glycaemic index is defined as the incremental area under the blood glucose 
curve above the level of the FBGL. The GI for a particular food is 
determined by comparing the GI as a percentage to the GI for white bread 
or glucose. As the viscosity of fibres increase there is a decreased 
postprandial BGL. High amylose CHO normalizes insulin response in 
hyperinsulinaemic subjects and decreases insulin response curves in normal 
subjects (16).
The reported health benefits of including low GI foods include improved 
glucose metabolism (17). The recent United Nations Food & Agriculture 
Organisation/World Health Organisation Consultation on Carbohydrates 
recommended that the GI be incorporated into guidelines for food choice 
(17). The British nutrition guidelines have adopted the GI as it provides a 
guide to varying postprandial responses (6).
A systematic review and meta analysis of eleven studies, of 2 - 12 weeks 
duration, using the GI approach found that on average low GI diets reduced 
HbAlc by 9%, fructosamine by 8%, urinary C Peptide by 20% and day long 
blood glucose by 16%. Cholesterol and TG were also reduced by an average 
of 6% and 9% respectively (18). All but one study reported reductions in
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these parameters. The author suggests that this may be due to this study 
having a lower reduction of 6 GI units, compared to 26-28 units in the other 
studies. A reduction in the GI of 26-28 units requires substitution of at least 
50% of the CHO foods with low GI foods, which in practice equates to two 
meals a day being converted from high to low GI foods with the inclusion of 
low GI fruits such as apples and bananas for snacks (18).
A recent study involving a randomised cross over design for two pre­
weighed diets that contained the same energy and macronutrient profile 
except GI resulted in the lower GI diet being associated with reduced BGL 
and improved insulin responses. Each diet was eaten for a 24 hour period 
and they contained 55% CHO, 18% pro, 29% fat; SFA 9%, MUFA 12% and 
PUFA 7% (19).
Brand-Miller (1999) and Katanas (1999) have promoted the usefulness of 
the GI in the Australian diet, especially for the management of diabetes. 
Brand-Miller (1999) reported that relying on exchanges for blood glucose 
control has been shown to produce glycaemic responses that vary threefold 
(17). Other work has shown that CHO exchanges whether adhered to or 
not, do not benefit glycaemic control (6). Katanas (1999) highlighted that in 
practice equal CHO amounts do not produce similar glycaemic responses 
and that the combination of GI with quantity of CHO is a useful education 
tool.
Limitations of the GI have also been reported. These include meal variation, 
form of the CHO, the presence of other nutrients and the food preparation 
method (17, 21, 22). A higher fat content in a meal, lowers the glycaemic 
response so may appear beneficial, however it is associated with impaired
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glucose tolerance at the subsequent meal (17, 21). Another limitation is 
that only approximately 600 foods have been assigned a GI (21). Due to 
these limitations Beebe (1999), Franz (1999) and Delehanty (1998) have 
suggested that quantity of CHO remains the best way to assist blood 
glucose control (21, 22, 23).
The application of CHO counting in the management of Type 1 diabetes has 
assisted in improving metabolic control and increasing the flexibility in meal 
choices (24, 25). The intensively managed group in the DCCT counted CHO 
serves and achieved a further 0.56% improvement in reduction of HbAlc 
(25). Blades et al (1997) reported that whilst there has been a move away 
from teaching exchanges, sufficient education is required for people to be 
able to swap CHO foods (26). Lafrance and co (1998) sited evidence 
supporting intensive management of Type 1 diabetes that allowed for 
greater flexibility in choosing foods, CHO serves, timing of meals and 
physical exercise. This involved multiple insulin injections, CHO counting 
and the adjustment of insulin per gram of CHO intake (25). The researcher 
is not aware of any publications concerning the use of CHO exchanges with 
people with Type 2 diabetes.
Dietary fibre has also been investigated in regards to blood glucose and lipid 
management. Chandalia et al (2000) studied the effect of a high fibre diet 
in Type 2 diabetes. The study involved 13 subjects and had a randomised 
cross over design for 2 diets that were each followed for 6 weeks. The diets 
consisted of 55% CHO, 15% protein, and 30% fat. Diet one contained 24g 
fibre 8g soluble & 16 insoluble (American Dietetic Association (ADA) 
recommendations). Diet two contained 50g fibre 25 insoluble & 25 soluble 
(high fibre). The authors reported good dietary compliance and average
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decreases in cholesterol 6.7%, TG 10% and very low density lipoprotein 
(VLDL) 12.5%. Blood glucose levels were reduced and insulin sensitivity 
was improved (27).
Research indicates that the inclusion of moderate amounts of sucrose in the 
diet for people with Type 2 diabetes does not deteriorate blood glucose 
control. Regardless of previous dietary recommendations to limit sugar, 
people with diabetes do consume foods containing sugar (28). An eight 
month randomised control trial (RCT) compared the conventional diabetes 
diet (no concentrated sweets) to a diet allowing 10% of total energy as 
sugars or sweets (28). The sugar group reduced their CHO intake to include 
sugary foods. The conventional group had sugary foods in addition to other 
CHO containing foods. Results indicated no difference in parameters; 
metabolic control was stable and no difference in quality of life was reported 
(28). GI studies involving the addition of sucrose to breakfast cereals found 
that as the amount of sucrose added increased, the GI of the meal lowered. 
Similarly, the insulin response decreased as the level of sucrose was 
increased (18).
It appears that the best approach to education in regards to CHO is a 
combination of quantity and GI. Four papers, searched by hand, 
recommended CHO serves that account for both quantity of CHO and GI. 
Colaguri et al (1997) presented two papers on glycaemic equivalents (29, 
30). They defined one Glycaemic Equivalent (GE) as the amount of any food 
that will have the same glycaemic impact as one slice of white bread, GE = 
1050/(GI x %CHO). This concept was also promoted by Buchhorn (1997). 
The first study tested the theoretical predictions for five foods with ten 
healthy non diabetic subjects, for single and multiple dose GE (29). The
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second study applied the same protocol and involved subjects with well 
controlled Type 2 diabetes (30). Results were similar in both groups; the 
increasing dose produced a linear relationship. In the diabetes group, the 
relationship was also proportional to the dose. The authors concluded that 
the GE provides an accurate prediction of glycaemic responses.
Munro (2001) reported on the concept of Glucose Glycaemic Equivalents 
(GGE); a GGE was defined as the amount of glucose equal to a given 
amount of food, in the blood glucose response that it induces. The GGE 
predicted the glycaemic load of a food by the calculation, GGE = (GI x 
CHO/g x wt of food). Testing of the GGE in healthy subjects provided 
support for its ability to predict glycaemic responses (32). The current 
evidence has identified two different approaches to predicting postprandial 
blood glucose responses to dietary CHO that combine quantity and GI. 
Further research into an education tool that accounts for quantity of CHO 
and GI is warranted.
Success in improving metabolic indices for diabetes has been reported on 
40% and 60% CHO diets adding weight to the argument that there isn't one 
perfect CHO or fat prescription. Dietetic assessment and the monitoring of 
dietary change and associated changes to metabolic parameters are a 
crucial link between the theory and practice, so that the practitioner can 
assist the individual to achieve optimal diabetes control. The theory 
provides guidance regarding the appropriate nutrient prescriptions and in 
practice the dietitian can tailor this to the individual's needs by monitoring 
appropriate parameters.
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1.2 Dietary Fat
Current American guidelines for dietary fat have been devised from 
evidence from epidemiology, clinical trials and consensus. It is 
recommended that < 30% energy be provided by fat and < 10% from SFA 
for the general population. The emphasis on the American Dietary 
Guidelines (2000) is type of fat rather than quantity of fat (33). The 
recommended percentage of energy from dietary fat in diabetes 
management is dependent upon goals for blood glucose and lipids and 
weight. Nutritional guidelines have suggested that if lipid levels are normal 
then the diet should provide < 30% energy as fat with <10% from SFA (2, 
6, 34). The ADA suggests that if LDL is elevated, SFA should be restricted to 
<7% and dietary cholesterol to <200mg/day (34).
The interest in dietary fat in Type 2 diabetes is related to the prevention of 
macrovascular disease, including CFID. The relative risk of CFID in people 
with diabetes for men is 1.9 - 4 and 3 - 5 for women compared to the non­
diabetic population. Whilst the overall incidence and prevalence of CFID in 
diabetes is higher in men than women, the protective factor observed in 
non-diabetic women seems to be reduced in women who have diabetes
(35). It has been acknowledged that diabetes increases the risk for 
cardiovascular disease (CVD). The classic risk factors of dyslipidaemia, 
hypertension, smoking and reduced physical activity remain important in 
assessing risk of CVD in people with diabetes. Dietary lifestyle interventions 
combined with exercise and weight reduction have demonstrated a decrease 
in CVD risk factors in Type 2 diabetes (35).
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Hooper et al (2001) reported on their Cochrane review of dietary trials and 
cardiovascular health in non diabetic subjects. Dietary RCTs that were at 
least 6 months in length, provided dietary advice and not multifactorial 
were included. The review reported 11% reductions in cholesterol, for trials 
conducted for 2 or less years, a 4% reduction in cardiovascular events and 
for longer trials up to 24% reduction in events. The authors concluded that 
there is a small but potentially important reduction in cardiovascular risk 
through the decrease or modification of dietary fat. They questioned 
whether it was the duration of dietary intervention or type and length of 
follow up that was important in reducing risk (34). In the clinical setting this 
poses two questions, what is the best nutrient prescription and what is the 
ideal follow up time for dietary interventions?
Storlein et al (1998) reported that the higher the intake of SFA, the worse 
the insulin action, conversely the higher the proportion of long chain fatty 
acids the greater the observed improvement in insulin action. Animal 
research has also shown that a diet high in SFA leads to increased body 
fatness. The effect of MUFA is less well understood, perhaps because it is 
often found in food sources alongside SFA. PUFA does not appear to have 
the same negative metabolic consequence (14). Therefore a reduction in 
SFA is supported with some debate about preferences for MUFA and PUFA 
remaining.
A meta analysis on the effect of MUFA in Type 2 diabetes management 
included studies that were of randomised and cross over design, 
isoenergetic and weight maintaining. High CHO diets consisted of 49-60% 
energy as CHO and 7-13% MUFA and high MUFA diets contained (as 
percentage energy) 35-40% CHO and 24-33% MUFA (36). The high MUFA
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diets were found to lower fasting BGL but not fasting insulin levels, 
decrease post prandial BGL and glycosuria. The high CHO diets did not 
improve insulin resistance, however there was no discussion of the CHO 
type. The authors recommended that in prescribing diets for people with 
Type 2 diabetes the practitioner should assess the patient's ability and 
willingness to alter their diet and their cultural and financial backgrounds
(36) .
The comparison of high and low GI diets to high MUFA diets for the 
management of Type 2 diabetes was examined in a 12 week randomised 
cross over design study involving three diets. The three diets consisted of 
High CHO High GI (53% CHO, 21% fat, GI = 63), High CHO Low GI (51% 
CHO, 23% fat, GI = 43) and High MUFA High GI (42% CHO, 35% fat, GI = 
59). The High CHO Low GI and High MUFA High GI diet were superior to the 
High CHO High GI diet in regards to HDL metabolism, but no other effects 
were noted on glucose metabolism in the 28 variably controlled subjects
(37) . In practice the dietitian can consider dietary prescriptions with 
moderate to low GI and with a higher percentage of energy content from 
MUFA.
The conversion of theory to practice also includes consideration of education 
and support mechanisms for dietary change and maintenance. In regards 
to the modification of dietary fat Rodriguez et al (2000) investigated the 
effect of providing free fat modified foods on dietary energy and 
macronutrient intake in people with and without diabetes. Thirty volunteers 
(half with Type 2 diabetes) were recruited into the study. Subjects were 
randomised in order to receiving the free fat modified products and the 
usual fat product equivalents. Subjects were advised that they could
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incorporate the foods if they wished to, but they were not required to. The 
subjects chose to incorporate the products and during the fat modified 
product period their dietary fat intake was reduced but energy intakes 
remained stable. The authors concluded that the consumption of fat 
modified products had the potential in modifying dietary fat and cholesterol 
intakes (38).
Discussion following the results of the Indian Heart Study and Lyon Heart 
Study where diet was shown to prevent fatal and non fatal cardiac events, 
raised the importance of the total diet rather than its individual nutrient 
constituents, coupled with physical activity. These studies highlighted the 
importance of fresh fruits and vegetables, fish and types of oils. 
Consideration of the individual's metabolic profile in determining dietary fat 
intakes was also recommended (39).
The implications of research findings for dietary management have moved 
beyond dietary CHO and fat. Evidence exists from epidemiological studies 
and clinical trials for dietitians to prescribe individualized diets that modify 
both quantity and type of dietary CHO and fat. Evidence is also mounting 
regarding the benefits of whole foods, in particular fresh fruit and 
vegetables, and different dietary cuisines. In practice the dietitian needs to 
consider a full dietary assessment and nutritional education, with the 
ongoing monitoring of dietary change and associated metabolic changes.
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1.3 Sodium
The draft National Evidence Based Guidelines for the Management of Type 2 
Diabetes Mellitus - Management of hypertension in Type 2 diabetes (2001) 
recommend that the "Modification of reversible lifestyle factors such as 
obesity, physical inactivity and excessive dietary sodium and/or alcohol 
intake should be addressed in all hypertensive people with type 2 diabetes 
and should be trialled for 3 months in people with mild hypertension 
(systolic BP 140 - 150, diastolic BP 90 - 100 mmHg) before commencing 
antihypertensive therapy". This recommendation is supported by Level 2 
evidence (refer to Table 5 Levels of Evidence, pg 37)
In support of dietary interventions for hypertension, the Dietary Approaches 
to Stop Hypertension (DASH) (41) and DASH Sodium randomized control 
feeding trials (42) provided encouraging results. Both trials promoted 
increased vegetable and fruit intake to increase potassium intakes and low 
fat dairy products to increase calcium intakes. Potassium and calcium are 
two micronutrients that have been associated with blood pressure control. 
DASH identified that BP could be lowered in the absence of weight loss and 
dietary sodium restriction.
The initial DASH trial diets consisted of the control diet, fruit and vegetable 
diet and the combination diet, which is often referred to as the DASH diet 
(43). The sodium content (3000 mg/day) was consistent in the three diets 
and energy intake was adjusted to promote weight maintenance. The 
macronutrient composition of the three diets is tabled below, with fibre, 
cholesterol, magnesium and calcium.
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Table 1 Nutritional composition of the DASH Diets
Nutrient Goal Control Diet Fruits & Vegetables 
Diet
Combination Diet
Fat, % kJ 37 37 27
SFA 16 16 6
Protein % kJ 15 15 18
Fibre, g/day 6 31 31
Cholesterol, 300 300 150
mg/day
Potassium, mg/day 1700 4700 4700
Magnesium, 165 500 500
mg/day
Calcium, mg/day 450 450 1240
The DASH Sodium trial in addition to the DASH diet (combination diet tabled 
above) added three levels of sodium intake to the intervention, 150 mmol 
(high), 100 mmol (intermediate) and 50 mmol (low). As for the DASH trial 
participants maintained their body weight. The addition of sodium restriction 
to the DASH diet further reduced systolic and diastolic BP. Reducing sodium 
levels in both the control diet and DASH diet resulted in significant reduction 
in BP. Compared to the control group the DASH diet group with the low 
sodium level attained a mean systolic BP that was 7.1 mmHg lower for 
normotensive participants and 11.5 mmHg lower for those with 
hypertension (42).
The principles of the DASH diets warrant consideration in the dietary 
management of Type 2 diabetes. Participants in the DASH and DASH 
Sodium trials did not have diabetes, however the diets were consistent with 
nutrient recommendations for the prevention and management of other 
CVD risk factors such as dyslipidaemia and diabetes. The ability of free 
living individuals in uncontrolled conditions to self select food choices that 
are consistent with the low sodium DASH diet also warrants further 
investigation (43).
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1.4 Energy Balance
Weight management is a primary goal of nutrition therapy for Type 2 
diabetes. Weight reduction is promoted in overweight and obese individuals 
as it decreases insulin resistance and improves glucose uptake. A weight 
reduction of the magnitude of 15% body weight has been shown to improve 
insulin sensitivity in glucose tolerant individuals (44). Abdominal and 
subcutaneous visceral fat deposits are associated with insulin resistance. In 
addition to the 15% weight reduction achieved by Goodpaster's (1999) 
study subjects achieved a 40% decrease in visceral fat deposits. Weight 
reduction in people with Type 2 diabetes has shown to improve life 
expectancy. A prospective study of overweight people found that 
participants' life expectancy increased by 3-4 months for each 1kg of weight 
reduction in the first year of diagnosis. "A weight reduction of 10kg reversed 
one third of the expected reduction in life expectancy." (35)
Evidence regarding the effectiveness of dietary intervention comes from two 
sources, the nutrition prescription and the effect of behavioural approaches. 
Australian dietitians have also been surveyed regarding their attitudes and 
practice related to obesity management (45). There is no consensus in the 
literature as to the appropriate style of dietetic intervention to achieve 
success in weight management.
Dietary investigations are quite complex. The array of types of studies and 
review articles in the literature include interventions on dietary fibre and 
satiety (46, 47), energy restriction (46, 47), low fat and fat modified diets 
(13, 46) and GI (47, 48). Roberts et al (2000) correctly posed the question,
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as the prevalence of obesity continues to rise related to limited physical 
activity and the Western diet, which diet constituents are implicated?
Total energy intake, rather than macronutrient composition of the diet 
appears more important for weight reduction, however research evidence is 
not consistence. Heilbronn et al (1999) reported on their study involving 35 
obese people with Type 2 diabetes. Subjects were randomly allocated to 
one of three 1600 kcal diets; high CHO (10% fat, 4% SFA), high MUFA 
(32% fat, 7% SFA) and high SFA (32% fat, 17% SFA). Over the 12 week 
study period subjects reduced their weight 2.7 - 12.4 kg, average 6.6 kg 
+/- 0.9, there was no significant different in weight reduction between the 
three groups. Independent of diet type there were reductions in BP, BGL 
and lipids. There was no reduction in LDL on the high SFA diet (47).
Drug treatments for obesity coupled with lifestyle interventions have been 
shown to be more effective than drug treatment alone (49). A one year 
randomised study of normal glucose tolerant obese individuals to one of 
three treatments, drug, drug and diet and drug and lifestyle (exercise) 
resulted in the drug and lifestyle participants achieving the highest weight 
reduction, 16.5 +/- 8%. The average patient expectation for weight 
reduction, from the 3 groups, was 25.2 +/- 7.7%. The achieved weight 
reduction was associated with improvements in triglyceride and LDL levels 
but also an increase in BP. The authors recommended that practitioners 
who promote lifestyle interventions, be aware of patient's weight loss 
expectations, advise patients of weight plateau at 4-6 months intervention 
and encourage patients to self monitor through recording of exercise and 
diet habits (49). They also recommended that practitioners use clinic visits 
to reinforce goals for weight reduction.
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In practice the dietitian along with other health practitioners needs to 
acknowledge patient expectations for weight reduction and apply strategies 
to support realistic and sustainable weight loss. A review of lifestyle 
changes required to support weight reduction for people with Type 2 
diabetes identified four factors that effect people's success with weight 
management (50). These factors included the food and exercise 
environment, the adoption of new behaviours, the aetiology of eating and 
the progress through multiple behaviour changes; self monitoring of blood 
glucose (SMBG) in relation to eating, exercise and medication. Self 
monitoring was also recommended for other risk factors and comorbidities. 
The authors recommended that that practitioner referred to these factors in 
their assessment and follow up. Frequent follow up was recommended, as 
was the promotion of social support (50).
Campbell and Crawford (2000) reported on Australian dietitians views on 
weight and health, weight management interventions, success of weight 
reduction and education and training requirements (45). Most dietitians 
acknowledged that there is a strong association between body weight and 
health and nearly all reported the benefits of small weight losses. Ten 
percent of dietitians surveyed felt that weight reduction services should be 
offered to people with a BMI > 30 kg/m2 and a similar number felt that 
treatment should be available when other risk factors or comorbidities were 
present (45).
Dietitians' views on intervention issues highlighted that weight management 
services were given a low priority in public health services and that time 
constraints or inadequate facilities detracted from management options. 
Most dietitians reported that the reduction of total fat rather than kilojoules
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was the most appropriate diet strategy. Only 10% of dietitians regarded 
that exercise independent of diet did not contribute to weight loss.
Three quarters of the dietitians felt that weight loss interventions were 
ineffective and two thirds reported that people who reduced their weight 
would regain it within a few years. Half of the dietitians surveyed felt that 
weight loss interventions contributed to eating disorders (45). These views 
present a challenge for dietitians as there is potential conflict between the 
view that weight reduction methods are ineffective and their client's desires 
for weight loss.
The importance of converting theory into practice through continual 
professional development is also highlighted in dietitians' responses 
regarding dietary fat and exercise in weight management. The suggestion 
that dietary fat rather than total energy intake is more important in weight 
reduction is problematic as recent research indicates total calorie intake is 
more important than macro nutrient content. Responses suggesting that 
exercise without dietary change is not effective are not in line with the 
current evidence. It is important for dietitians to keep up to date with the 
scientific literature in order to provide the most up to date advice.
Approaches used by most dietitians for weight management included 
assessing exercise and weight histories, providing individual consultations, 
assessments of readiness to change, expectations, values and beliefs about 
body weight and support for weight reduction. Dietitians also assessed the 
client's definition of success (44). Dietitians with more years of experience 
reported using more of the approaches.
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Behavioural approaches to assist weight reduction have evolved from the 
correction of maladaptive eating practices to assist restriction to an 
appropriate energy intake, cognitive therapies to prevent relapse to 
overeating, family interventions and most recently have focused on the 
individual's body image, self esteem, social functioning and self acceptance 
rather than body weight (51). Faith et al (2000) reported that there are 
limited long term studies incorporating behaviour change models. They 
suggest that practitioners need to be mindful that there are no gold 
standards for behaviour therapy in weight reduction, that whilst for health 
benefits a 10%body weight reduction is encouraged, this goal is very 
different to patient expectations. Ideally the focus for weight reduction 
would be on healthy lifestyle goals and weight reduction a positive side 
effect (51).
Campbell and Crawford (2000) reported elements of best practice in weight 
management highlighted in Table 2. These are compared to those identified 
by Australian dietitians at the National DAA conference May 2001 (52). 
There are similarities between the two groups, with the addition of social 
support from Campbell and Crawford (2000) and more detail provided by 
conference participants in respect to the diet and exercise plan and the 
intervention.
Table 2 Elements of Best Practice for Long Term Weight Loss
C am pb e ll &  C raw fo rd  (2000) Nationa l D AA  C on fe ren ce  May 2001
M a tch in g  c lien ts  to  a m an ag em en t app roach  
A sse ss in g  read in ess  fo r change  
P rom o tion  o f reg u la r phys ica l a c tiv ity  
A d d re ss in g  th e  com p os it io n  o f the  d iet 
E n cou rag in g  se lf m on ito r in g  o f d ie t and exe rc ise  
E n cou rag in g  soc ia l su p po rt 
C on tin u ed  co n ta c t w ith  the  th e rap is t
A sse ssm e n t o f read in ess  fo r ch ange  & 
app rop ria te  th e rap y  to co in c ide  w ith  change  
A  da ily  exe rc ise  plan 
A p re sc r ip tiv e  ene rgy  con tro lled  d ie t 
S e lf m on ito ring  o f d ie ta ry  in take  and w eek ly  
body w e igh t
An ind iv idua lised  c lie n t cen tred  app roach  
in vo lv ing  in tens iv e  com m u n ica t io n  be tw een  the 
p ra c t it io n e r and c lien t
B ehav iou ra l th e rapy , 12-20 w eek ly  g roup  
se ss ion s
A ch ie vab le  and m a in ta in ab le  w e ig h t loss o f 5 ­
15%  o f body  w e igh t
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2.0 Exercise
Regular exercise has become the third cornerstone of diabetes 
management, ideally with diet and exercise being introduced prior to the 
commencement of medication. Structured exercise programs and leisure 
time interventions have improved blood lipid profiles and assisted weight 
reduction and improved glycaemic control (35). Exercise assessment and 
education has been recognized as part of the dietitian's role in the 
management of Type 2 diabetes (53).
A recent meta analysis investigated the effects of exercise on glycaemic 
control and body mass in Type 2 diabetes mellitus (54). Studies included in 
the meta analysis were of at least 8 weeks duration, focused on changes to 
BGL and/or HbAlc, outlined the type frequency, intensity and duration of 
exercise, and addressed the assessment of compliance (54). The effect of 
exercise on reducing HbAlc was the same as diet plus exercise 
interventions and of a similar magnitude the reduction achieved in the 
UKPDS intensive management treatment group. There was no significant 
difference to changes to body weight related to either resistant or aerobic 
exercise programs. The combined study data showed that exercise did not 
contribute to weight reduction. The authors commented that this result may 
have been due to there being mostly small studies of short duration or the 
effect of participants reducing normal daily activities to incorporate the 
exercise program/activity. The need for more accurate measures of energy 
expenditure was also identified. (54).
Sadovsky (2001) reported on a 12 week RCT of free living and non smoking 
men who had BMI > 27 and waists >100 cm. Participants were randomized
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to control (weight maintenance) or a weight reducing program with diet or 
exercise. It was found that both diet and exercise were effective methods of 
reducing abdominal obesity and decreasing insulin resistance, of a similar 
magnitude. Exercise without weight loss was also found to be beneficial in 
increasing glucose uptake. Walking briskly for 60 minutes daily, with out 
dietary energy restriction, reduced obesity and insulin resistance (55).
A study comparing the effects of lifestyle activity and structured aerobic 
exercise for obese women found that both forms of physical activity were 
effective, to the same degree at 16 weeks, in reducing weight, blood 
cholesterol and TG. Weight reduction was 7.9 kg (+/- 4.2 kg) versus 8.3kg 
(+/- 3.8 kg) and blood cholesterol and TG were reduced by 10.1% and 16% 
respectively. The lifestyle activity involved the accumulation of 30 minutes 
of activity daily and the structured program consisted of a step aerobic class 
of 30, increasing to 45 minutes of activity. At the one year follow up 
average weight regain for the lifestyle activity group was less than that for 
the aerobic exercise group, 0.8kg compared with 1.6 kg. There were no 
significant differences in lipids from baseline and between groups at 1 year 
follow up (56).
The concerns facing the dietitian in practice include the type of exercise, the 
ideal intensity, duration and frequency of exercise for diabetes management 
and weight management. The evidence suggests that prescriptive exercise 
targets are beneficial in achieving health goals. Dietitians need to consider 
whether they are suitably qualified and experienced to provide such advice.
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3.0 Putting Theory into Practice
The need to convert theory into practice within the nutrition field involves 
incorporating research findings regarding nutritional health into the practice 
of dietitians. Evidence based practice is a form of this process. Nationally 
and internationally the move towards evidence based health care is evident 
through the development of evidence based practice guidelines. In Australia 
the National Health & Medical Research Council (NHMRC) provides 
guidelines for undertaking the review of literature and development of CPG 
(57, 58, 59). Currently in Australia evidence based guidelines are being 
developed for Type 2 diabetes (7, 35, 40).
The draft Guidelines for Type 2 Diabetes are being developed in line with 
NHMRC recommendations (7). Their main target group in regards to 
professional practice are general practitioners, however they address 
relevant dietary research questions linking theory with dietetic practice. The 
Guidelines once completed will contain nine sections (listed below). Seven 
of these sections are related to diet and six of the sections contain research 
questions related to dietary interventions, which will add further insight into 
best practice for dietitians.
• Primary Prevention
• Case Detection & Diagnosis
• Blood Glucose Control
• Hypertension
• Lipids
• Macrovascular Disease
• Diabetic Renal Disease
• Diabetic Foot Problems
• Patient Education
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The application of the NHMRC criteria for grading research evidence 
promotes the RCT as the highest level of evidence. The system has benefits 
and limitations to dietary trials. The system acknowledges the different 
forms of research, controlled trials, comparative observations, animal model 
experiments and assists practitioners to differentiate between different 
sources of research information and how information best supports clinical 
decision making. The system also defines the rules of review so there is a 
common approach and agreement to reviewing literature and developing 
guidelines. It identifies gaps in the research so that future research can 
narrow the gaps between research and practice (60).
Dietary interventions have many different characteristics to 
pharmacotherapy trials on which RCTs are modeled, so raises one of the 
limitations of this system (Table 3) (61). One of the key quality criteria for a 
RCT is the blinding of treatment allocation; this is not achievable in an 
educational or nutritional intervention trial. (62). Other forms of evidence, 
which demonstrate that certain strategies work (60), often support nutrition 
practice. Gaps in the formal research literature become evident when 
searching for RCTs. Often the findings of nutrition RCTs do not easily 
transform to the practice setting, due to the many components of dietetics; 
counseling, nutrition prescription and education methods. This highlights a 
way in which practice can inform research studies. Ideally practice and 
research would continue to inform each other.
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Table 3 Components of Food & Nutrition and Drug trials
Trial Components Food & Nutrition Trial Drug Trial
Form Complex Simple
Compliance
Biochemical Interaction
Low High
Within components High Low
With other components High Low
Metabolism Complex Simple
Bioavailability Low High
Measurable Outcomes Low yield High yield
Dose Response Shallow slope Steep slope
Side Effects Low High
Investigator Workload High Low
Time for the Study Long____________________ Short I
There are few studies that report on how dietitians and nutritionist conduct 
their work (63). Studies are available on the areas of professional image of 
dietitians (63) and the effectiveness of dietetic interventions (64-68), 
however there are few on how dietitians undertake their practice. Dietetics 
has evolved from biomedical sciences, psychology, sociology, anthropology, 
communications and education in relation to nutrition and eating behaviours 
(63, 69). Ethnography and ethnomethodology are forms of social qualitative 
research that can be applied in the dietetic profession, to identify the 
components of usual practice and the normative reference standards for 
practice, respectively (63).
Dietitians undertake their clinical work using a defined process, the dietetic 
process. This includes assessment, education and intervention including 
goal setting and monitoring and follow up (53, 70, 71). Areas of dietetic 
practice that have been identified as warranting further investigation include 
dietary assessment methods within the clinical setting, simple easy to use 
tools to assess food pattern consumption, the nature of dietary change and 
identification of dietetic intervention outcomes to evaluate dietetic work 
(63). Ideally research will continue to develop in the practice setting to 
demonstrate how dietitians can provide the most cost effective and outcome 
effective services (60, 72).
Sallyanne Knights, Part 1 Guidelines for Dietary Practice in Diabetes; An Overview 29
4.0 Dietetic practice guidelines for diabetes
Diet is recognised as an integral part of diabetes management, yet Australia 
does not have DPGD to guide dietitians in:
• Evidence based practice,
• Consistent approaches to the review and achievement of health 
outcomes,
• Research questions needed to clarify the optimal dietary prescription and 
practice,
• Health service planning and delivery to ensure appropriate dietetic 
resource levels are available.
In Australia more than 25% of dietitians who are members of Dietitians 
Association of Australia (DAA), spend a proportion of their time working in 
diabetes (73). Evidence exists suggesting that the implementation of 
dietetic practice guidelines improve health outcomes for people with 
diabetes (64, 66, 74). It has also been reported that practice guidelines 
have the potential to improve health service planning and provision. There 
is some evidence suggesting that there are insufficient numbers of dietitians 
within Australian available for people with diabetes (1)
Australian dietetic departments have been developing DPGD independently. 
In 1999 the researcher assessed known Guidelines, the Queensland Practice 
Guidelines -Type 2 Diabetes (75), Princess Alexandra Type 2 Guidelines
(76) , Royal North Shore Hospital (RNS) Non-pregnant Type 2 Guidelines
(77) and GDM (78) and Illawarra Area Health Service Guidelines for Type 1, 
2 and GDM (79), and found inconsistency in content and recommendations. 
These inconsistencies were confirmed at a workshop with 60 dietitians from 
New South Wales and the Australian Capital Territory. The content of the
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guidelines included background, professional issues, referral criteria, 
outcome goals, and elements of care, number of visits, dietary prescription, 
implementation and references. The inconsistency in practice 
recommendations could not encourage optimum metabolic outcomes for 
people with diabetes. The importance of appropriate dietetic interventions in 
the management of diabetes is evident. Diet interventions have the 
potential to reduce the cost of health care related to diabetes associated 
risk factors (67, 68).
The challenge of producing DPGD is being able to guide dietitians in what to 
do, when and how? A process similar to the evidence based literature 
review and consultation process outlined by the NHMRC (1999) is 
recommended and outlined in Part 2 - Audit of Practice Guidelines.
Specific issues that need to be addressed in DPGD are:
1. Adoption of a standard dietetic process including assessment, 
development and review of nutritional treatment plans, liaison with other 
health professionals, education and the monitoring of goals to establish 
evaluation mechanisms and assist adherence to the nutrition prescription 
(70, 71, 74, 79, 80-83).
2. Education methods that provide people with the skills to confidently 
choose appropriate amounts of foods and distribute them through the 
day (2, 21, 22, 23, 26, 77, 79).
3. Choice of nutritional prescription and consideration of the adoption of the 
ADA guidelines (64), 70% of energy from CHO and unsaturated fat, 10% 
from saturated fat and 20% from protein, with the provision for 
individual assessment and prescription.
4. Ongoing observational and intervention studies are recommended to 
identify which nutritional prescriptions and dietetic process assist in 
meeting goals.
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5. Sufficient number of dietitians in the workforce to enable the 
implementation of the DPGD. Further evidence is required to 
substantiate staff increases in the public health sector.
The scientific literature reports on current nutrition issues in diabetes and 
provides some of the answers regarding how dietitians' best put theory into 
practice. The development of collaborative diabetes dietetic research 
projects within Australia has the potential to direct and develop dietetic 
practice. As stated by Johnson & Valera, "there is an expanding scientific 
knowledge base linking nutrition to health. What we now need are clinical 
data verifying that provision of medical nutrition therapy leads to improved 
health and cost savings" (74). Dietitians have the opportunity, in their 
everyday practice, to observe and intervene in the achievement of improved 
metabolic and other health outcomes for people with diabetes.
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5.0 Aim of this Thesis
Australian dietitians have expressed a need for DPGD and evidence on the 
effectiveness of CPG suggests that CPG improve clinical outcomes for people 
with Type 2 diabetes. Feedback from dietitians who attended the DAA 
workshop in May 2000 (53) and Australian Diabetes Society and Australian 
Diabetes Educators Association (ADEA) National Conference workshop 
August 2000 was supportive of new DPGD being evidence based and 
developed in line with the NHMRC recommendations (57).
In line with recommendations for the development of CPG (57, 84), the 
purpose of this study is to review existing DPGD and describe Australian 
dietitians' current practice in Type 2 diabetes and their views on best 
practice. The findings from these investigations will assist in the formulation 
of recommendations for the development of Australian DPGD.
The aim of this thesis is to make recommendations for the development of 
Australian Dietetic Practice Guidelines for Type 2 diabetes.
The objectives of the thesis are:
1. To audit the process of guideline development for the Queensland 
(85), New Zealand (86) and American Guidelines (87) against 
National Health & Medical Research Council standards for 
development of clinical practice guidelines.
2. To compare and contrast the content and recommendations of the 
Queensland (85), New Zealand (86) and American Guidelines (87).
3. To describe dietitian's current practice and views on best practice for 
working in the clinical management of Type 2 diabetes.
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Part 2 Audit of Practice Guidelines
i  #0 Theoretical Significance of Clinical Practice Guidelines
International interest in CPG has mounted over the past decade due to the 
concern for the number of different treatments and variations in practice for 
the same conditions and diseases (57, 84, 88-93). This has been fuelled by 
the desire to make the best use of available health resources. "Clinical 
practice guidelines are systematically developed statements to assist 
practitioner and patient decisions about health care for specific clinical 
circumstances"(57). Guidelines aim to improve the quality of health care 
and decrease the use of ineffective interventions. In an era of evidence 
based medicine, guidelines have become an important link between 
research, good available evidence and clinical practice (57, 84, 88-93).
Clinical practice guidelines are also referred to as standards of practice, 
algorithms, clinical pathways, protocols and practice policies, however these 
tools may differ from CPG by being more prescriptive and not evidence 
based. CPG have a role in the decision making required in effective health 
care practice. They acknowledge patient preferences and values and 
clinician values, experience and available health resources. The main aim of 
CPG is to provide available options for treatment (57, 84, 88-93).
Research has supported the benefits of CPG in improving health outcomes 
(57, 84, 88-93). Studies have shown that guidelines affect both clinician 
practice and improve patient outcomes. The definition adopted by the 
NHMRC (1999) for health outcomes is "a change in health of an individual, a 
group of people or population which is attributable to an intervention or
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series of interventions". Health outcome measures include risk factors, 
survival rates, quality of life (57).
The eleven stages involved in the NHMRC Process for the development of 
CPG are outlined in Table 4 and some of the stages are discussed in more 
detail in the appendices. The process is very similar to that used in New 
Zealand (84), the United Kingdom (91) and America (89). It is one of the 
recommended approaches that has been previously applied to the 
development of guidelines and, like all processes, has its limitations.
The procedures used to develop the guidelines are based on the best 
available evidence. A systematic review of the literature is recommended. 
This type of review is different to a narrative review in that it provides, in 
addition to the summary of primary studies, a description of the literature 
review process objectives, methods, data sources, conducted in line with 
explicit and reproducible methodology (90). The review may be qualitative 
or quantitative giving mathematical summary of an intervention (meta­
analysis).
A systematic review may or may not contain meta-analysis and meta­
analysis may or may not contain articles that were identified in a systematic 
way (90). The review undertaken should be the most rigorous one 
practicable, clearly describing the methods used to review the literature, 
also highlighting gaps in the literature and evidence (57, 94). The NHMRC 
process also recommends that recommendations reached by consensus 
should be identified in the CPG (57).
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Table 4 NHMRC Stages of Guideline Development
Stage Comment
1. Multi - 
disciplinary 
Panel
It is believed that appropriate membership on the panel will increase 
adoption of the resulting guidelines (57). Please also refer to Appendix 
1.1
2. Scope & 
Coverage 
of the 
Guidelines
Clinical practice guidelines are only appropriate for clinical situations 
that require decision making (57, 84, 88-93). An example of need to 
develop guidelines is when clinicians have a variation in treatment for 
the same condition or disease due to lack of knowledge or information. 
If variation in practice is due to patient needs, patients desired 
outcomes or resource constraints; guidelines may not resolve 
differences in practice (57). Further discussion is contained in Appendix 
1.2
3. Identification 
of Health 
Outcomes
The purpose of CPG is to improve health outcomes and to encourage 
the appropriate resources to attain these. Please also refer to Appendix 
1.3 for examples of health outcomes.
4.Systematic 
Review of 
the Evidence
"The purpose of a systematic review is to collect all available evidence, 
assess its potential applicability to the clinical question under 
consideration, inspect the evidence for susceptibility to bias, and extract 
and summarise the findings." (92)
5. Consultation The guidelines process should be referred to a wider group of interested 
parties, including consumers, during the development stage. 
Consultation on the drafts of the guidelines should also occur (57). 
Please refer to Appendix 1.4
6. Formulation 
of the 
Guidelines
The evidence, once gathered, is presented as recommendations 
forthcoming from the literature and/or from consensus. Pilot testing of 
the guidelines is recommended. The final guidelines need to 
acknowledge modifications made from consultation feedback and results 
of pilot testing (57). This is further outlined in Appendix 1.5
7. Revision 
Plan
Review is recommended within three years and CPG should state the 
proposed review date. It is recommended that a suitably qualified and 
representative committee assess what was learnt from the process and 
evaluation of the guidelines and to ensure that the guidelines reflect 
current practice and evidence (57).
8. Implementation 
Plan
A plan is required to identify potential users and strategies to encourage 
adoption and implementation of the guidelines. Appendix 1.6 provides 
further detail
9. Evaluation Evaluations of the dissemination and implementation, changes in clinical 
practice and changes in health outcomes are recommended (57, 84, 88­
93). Further information on evaluation is contained in Appendix 1.7.
10. Research The identification of gaps in evidence should be reported in the 
Guidelines (57).
11. Legal
Considerations
A concern related to CPG is the liability of practitioners and developers. 
The minimum legal requirements for developers is to ensure that the 
guidelines focus on a summary of the evidence, include an expiry date, 
have been independently reviewed and acknowledge areas of 
disagreement and lack of evidence. It is also recommended that 
guidelines shouldn't be unduly prescriptive and must allow for cases 
that call for management that is different to that recommended by the 
guidelines (57).
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The best available evidence is that which links an intervention to the clinical 
outcome of interest. Evidence can be graded according to level, quality, 
relevance and strength (57, 84, 88-93). The NHMRC provide guidelines for 
reviewing and interpreting the scientific literature (57, 59). The highest 
level of evidence is the RCT, however it is not feasible or appropriate to 
obtain this level of evidence in population and social science studies (57-59, 
84, 88-93).
The RCT presents some challenges to dietetic and nutrition research as 
outlined in Part 1 (page 28). The NHMRC acknowledges that a RCT is not 
necessarily a good source of evidence if it is poorly designed. Criteria to 
assess quality of study design, including internal and external bias are 
provided (57). Levels of evidence are shown in Table 5.
Table 5 Levels of Evidence
I Evidence obtained from a systematic review of all relevant RCTs
II Evidence obtained from at least one properly designed RCT
III - 1 Evidence obtained from well-designed pseudo-randomised controlled 
trials (alternate allocation or some other method)
III - 2 Evidence obtained from comparative studies with concurrent controls 
and allocation not randomised (cohort studies), case controls or 
interrupted time series with control
III - 3 Evidence obtained from comparative studies with historical control two 
or more single arm studies or interrupted time series with a parallel 
control group
IV Evidence obtained from case series, either post test or pre test and post 
test
The resulting guidelines report should describe the process by which the 
recommendations were developed including the evidence supporting the 
recommendations, endorsing agencies, coordinators and those consulted. 
The report should also outline dissemination, implementation, evaluation 
and review plans.
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2.0 Method
An initial step required for undertaking the development of clinical practice 
guidelines is to check whether there are other suitable existing guidelines in 
place for the topic of interest (57, 84). The topic for the current research is 
best practice for dietitians in the management of Type 2 diabetes.
Three sets of Guidelines were identified for assessment through professional 
networks and the scientific literature. Australia does not have national 
DPGD. The Guidelines studied are listed below:
• Queensland Health Diabetes Allied Health Task Group, Best Practice 
Guidelines for the Management of Type 2 Diabetes - Dietetics, 
December 1999 (QBPG) (85)
• New Zealand Dietetic Association Diabetes Special Interest Group, 
Standards of Practice for the Nutritional Management of Type 2 
Diabetes Mellitus, August 1999 (NZSC) (86)
• American Dietetic Association, Nutrition Practice Guidelines for Type 2 
Diabetes Mellitus, 1995 (ANPG) (87)
To assess the suitability of these Guidelines an auditing process was 
developed. The NHMRC standards were chosen as they are recognized in 
Australia for the development and endorsement of CPG and they provide 
consistency for practice standards among professional groups in Australia. 
The NHMRC document, A guide to the development, implementation and 
evaluation of clinical practice guidelines outlines steps (Table 4) for the 
development of practice guidelines (57).
An audit checklist (Appendix 2) was developed from these standards, 
accounting for the recommended tasks and the order in which they should
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be completed. The primary purpose of the checklist was to assess whether 
the existing DPGD met NHMRC criteria for development, dissemination, 
implementation, evaluation and revision and made recommendations for 
future research. Table 6 provides detail on the assessment undertaken 
through the application of the checklist. Ethics approval was obtained from 
the University of Wollongong Human Research Ethics Committee.
The assessment of the Guidelines was undertaken in four stages,
1. Stage one involved establishing a critical description of the components 
of the Guidelines by applying the checklist to identify compliance and 
deviation from the development process recommended by the NHMRC.
2. The next stage involved deriving recommendations for guidelines 
development with reference to stage 1 and information obtained from a 
survey of Guidelines coordinators (Appendix 3).
3. The third stage involved combining information gathered from the read 
through and correspondence with the coordinator.
4. The last stage involved comparing and contrasting the content of each 
set of Guidelines.
Each Guideline was assessed separately using the above listed stages of 
assessment. The results for the development process undertaken for each 
Guideline were summarized in tables. The results and discussion are 
presented in two sections, Critical Review of Guidelines Development and 
Comparison of Content in the Queensland, New Zealand and American 
Guidelines.
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Table 6 Criteria for Assessing Suitability of Guidelines
1) Criteria for Development
Rationale and coordination of the development
• Identified the organization that proposed, endorsed and funded the 
development of the guidelines.
• Listed who was involved in the project.
• Documented the purpose for which they were developed.
Content, applicability & cost of implementation of the Guidelines
• Identified patient population(s) that they were applicable to.
• Indicated whether different types of documents have been produced.
• Described management and intervention options.
• Described the disease or condition as appropriate in relation to management.
• Detailed the beneficial and harmful outcomes associated with management and 
intervention options. In regards to dietetics it is anticipated that harmful 
outcomes would be a rarity.
• Were sufficiently comprehensive to meet the range of clinical settings and 
flexible to manage day today clinical practice.
• Identified situations when the guidelines would not apply.
• Included information on training needs for the relevant clinicians.
• Provided a comparison of costs associated with different management and 
intervention options.
Evidence & consultation undertaken for recommendations
• Provided detail on the scientific evidence on which the guidelines were based, 
specifically the strength and quality of evidence.
• Documented the uncertainty associated with recommendations reached by weak 
scientific evidence or expert opinion.
• Acknowledged the need for and desire for evidence based recommendations, 
where consensus has been used to make recommendations.
• Provided reference to the differing schools of thought for non consensus based 
recommendations.
• Described the testing processes applied to the guidelines.
• Provided a bibliography of materials used.
• Provided a list of individuals and organizations consulted.
• Recorded how consumer and health professional concerns were managed.
2) Criteria for dissemination, implementation, evaluation and revision by:
• Identifying the target audience(s) and other interested parties.
• Detailing methods of consultation and dissemination.
• Outlining plans for undertaking and assessing the above.
• Providing a time line for evaluation.
3) Made recommendations for future research along the lines of:
• Suggestions for the improvement of the guidelines and their ability to improve 
future care and miminise costs associated with health care.
• Addressing the gaps in scientific evidence requiring future research.
• Identifying factors that would enhance guidelines implementation
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3.0 Critical Review of Guidelines Development
The purpose of this part of the assessment was to compare and contrast the 
development of the Guidelines against the process recommended by the 
NHMRC. The Guidelines are reviewed in the order QBPG, NZSC and ANPG. 
Section 3.4 outlines recommendations for the development of DPGD based 
on the assessment.
3.1 Queensland Best Practice Guidelines for the Management of 
Type 2 Diabetes - Dietetics
3.1.1 Description of the Components
The process undertaken to develop the QBPG was first analysed by reading 
through the document. The document outlined the overseeing organisation, 
the professional background of the working party and the scope and 
coverage of the QBPG. The recommendations included in the Guidelines 
were adapted from existing dietetic guidelines, DAA Code of Professional 
Conduct, ANPG and Illawarra Dietetic Best Practice Guidelines for Diabetes - 
Draft. The Guidelines document reported that the QBPG represent a 
systematic approach to nutrition interventions derived from evidence and 
expert consensus. Further information regarding the Guidelines 
development process was gained from a teleconference with three staff 
from Queensland Health who were associated with diabetes guidelines 
projects. The interview was based on questions outlined in Appendix 3.1. 
Table 7 summarises the comparison with the NHMRC process (note the ✓  
indicates completion & the X not undertaken). The development process is 
described in more detail below.
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Table 7 Comparison of Queensland Guideline Development to NHMRC Guidelines
Stage Task Queensland
Multidisciplinary
Panel
Oversee development of the guidelines ✓
M e m b e rsh ip  o f  th e  p a n e l in c lu d e s :
Expert clinicians in the field ✓
Experts in research ✓
Health economist X
Public policy analyst X
Health practitioners working in the field ✓
Consumer representatives X
Evidence of wider consultation, including public 
consultation.
X
Scope & 
coverage of the 
guidelines
Topic defined
✓
Topic related to clinical decision making ✓
Check for suitable existing guidelines ✓
Clearly defined purpose, including scope and 
target audience
✓
Health outcomes 
identified
Outcome measures clearly defined
✓
Systematic 
review of the 
evidence
Aim(s) of review clearly stated. X
Data sources used to identify the evidence 
documented.
✓
Data collection methods including inclusion and 
exclusion criteria reported.
X
Characteristics of the primary studies reviewed 
stated.
X
Synthesis of the evidence given, including meta 
analysis where appropriate.
X
Ratings of evidence quality, relevance and 
strength reported.
Part
Summary of evidence, including its implications 
for future research and clinical practice stated.
X
Consultation Description of consultation process, including 
methods, who was consulted and how comments 
were managed provided.
X
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Table 7 Comparison of Queensland Guideline Development to NHMRC Guidelines
Stage Task Queensland
Quality of Evidence
Recommendations supported by evidence 
statements (levels of evidence).
Part
Guidelines
Where scientific evidence is lacking, consensus 
statements or non consensus options are given.
✓
Flexibility & Adaptability
Differences in clinical experiences accounted for ✓
Target populations X
Geographical locations X
Clinical settings X
Resources X
Patients' values and preferences ✓
Resource considerations
Cost effectiveness X
Revision plan Recommendation for review of guidelines, on a 1 
- 3 year basis, included.
X
Implementation
plan Plan for implementation provided
X
Evaluation
Pilot test conducted X
Evaluation plan and budget included, process 
and implementation for guidelines
X
Research Recommendations for future research included
X
Legal
considerations
Appropriate disclaimer included
X
Background
The Central Brisbane Division of General Practice (CBDGP) initiated the 
Guidelines project in Queensland. General practitioners (GP) had identified 
that their patients had poor access to publicly employed allied health staff 
and lobbied for funding to improve access to services. Their original focus 
was on GP receiving training in allied health areas for diabetes 
management. The GP obtained funding grants for cardiovascular 
rehabilitation and also diabetes management. Queensland Health and the 
CBDGP worked together on the diabetes project. Through consultation it 
became apparent that GP barriers to allied health staff were referral
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processes, policies and allied health staff in areas of lower staffing levels not 
viewing diabetes as a priority.
A health outcomes plan for diabetes was developed and the working group 
sought evidence based strategies that were cost effective and efficient. The 
working group identified that CPG would assist in identifying knowledge, 
roles and regulation requirements for different professions in diabetes 
management. It was believed that they could also allow for the 
identification of multi skill opportunities/ flexible competencies for diabetes 
health practitioners. Extensive consultation and negotiation regarding 
flexible competencies occurred to identify the unique skills of dietitians for 
example. This concept was developed from the Queensland Mental Health 
Workforce Project.
The development of the QBPG was an integrated process involving GP, 
Queensland Health and relevant allied health practitioners. At the beginning 
of the project dietitians within Queensland and Australia were contacted 
regarding existing guidelines. The information collected rated poorly against 
the NHMRC levels of evidence (57). Guidelines for other health professionals 
were developed concurrently. Guidelines related to dietetic practice only are 
being reported on in this study. Importantly the process used in Queensland 
was generated by a need for improved assess and coordination of services 
and the relevant parties were involved in identifying the solution. The 
development of the Guidelines was also supported by state health 
initiatives, which raised the importance of diabetes practice and outcomes 
at the service and funding levels.
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Panel
The CBDGP coordinated the development of the Guidelines. A quality 
management working party was convened to oversea the process. This was 
undertaken in conjunction with the Queensland Health Allied Health 
Taskforce. Expressions of interest for participation on the dietetic guidelines 
working party were advertised through the DAA Queensland Branch and the 
DAA Queensland Diabetes Special Interest Groups. The membership of the 
working party consisted of seven dietitians, working in a Division of General 
Practice, Hospitals, Community Health Centres, Diabetes Centres, private 
practice and Diabetes Australia Queensland. The CBDGP dietitian facilitated 
the working party.
The Guidelines document also acknowledged the assistance of an additional 
six health professionals in the development of the Guidelines. These six 
people were considered "experts" and represented the following areas, 
Dietetic academic program Queensland University of Technology, Medical 
sociology academic program University of Queensland, CBDGP Health 
Programs, Diabetes project Queensland Health, DAA Queensland Private 
Practice Sector Committee and Dietetic Management. The skills mix of the 
working party and assistants included expert clinicians in the field, experts 
in research and health practitioners working in the field. The advisory group 
of experts was developed later to assist in the literature review process and 
members of the group brought skills in research and education.
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Scope
The scope and coverage of the Guidelines were clearly defined. The topic, 
Best Practice Guidelines for the management of Type 2 diabetes - dietetics 
provided the introduction to the scope. By reading the document it was 
apparent that the Guidelines were designed to guide dietitians in:
• Establishment & maintenance of effective services
• Consistent practice
• Definition of professional responsibility, scope of practice, 
accountability, streamlining of services and planning future service 
directions
The Guidelines placed the dietitian as a member of a multidisciplinary team 
in managing people with Type 2 diabetes from different cultural and ethic 
backgrounds and different co- morbidities. The Guidelines stated their 
suitability for people with newly diagnosed or existing diabetes.
Literature Review
Database literature searches were undertaken to identify evidence based 
assessments and interventions. The searches identified clinical 
measurements, in respect to nutrition assessment components, but not a 
recommended assessment approach. A combination of review articles and 
expert consensus was used to develop recommendations on the 
components of best practice, where scientific evidence was lacking. The 
Guidelines provided supporting information for nutrition evidence and the 
levels of evidence in appendices. A summary of supporting evidence is 
outlined in Table 8 (below).
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There was a structured approach to the literature review. The search 
focused on evidence to support what dietitians identified as usual and best 
practice. A librarian conducted the literature review and every reference 
identified was read and discussed by the dietitians. The experts assisted in 
identifying credible sources of evidence e.g. a meta analysis was seen to be 
credible, however interventions and case studies were checked against 
quality indicators such as bias, control and design. Whilst the review was 
structured it did not meet the criteria of a systematic review, as the 
methodology was not documented, so not reproducible. A gap in research 
was evident in that there were limited publications on models of service 
delivery.
Table 8 Levels of Evidence for Risk Factors & Diabetes Management (QBPG)
Evidence 
R isk Factors
Level of 
Evidence
Obesity
• Combined diet, behaviour modification & exercise interventions effective in 
reducing weight
• Weight loss diets recommended for overweight and hypertension1
Level 1 
Level 1
1-Note - Many people with diabetes are overweight and concomitantly have 
hypertension, appropriate management of overweight is recommended.
Low Fat Diets
• Mediterranean style diet - reduction saturated fatty acids with increase of 
poly and monounsaturated fatty acids and increase in consumption of fruit, 
vegetables, antioxidants and fibre beneficial in cardiovascular disease. 2-
Level 2
2- Note - People with diabetes are at a higher risk of cardiovascular disease.
Cholesterol
• Cholesterol lowering treatment is recommended for people at high risk of 
cardiovascular disease1-
Level 1
Diabetes M anagem ent
General Diet Strategies
• Diet strategies beneficial in reducing weight and improving metabolic control, 
with combination of diet, exercise and behaviour therapies improved HcAlc.
• Diet and medication has been found to be more effective in reducing HbAlc 
levels than diet alone.3-
Level 1 
Level 1
3Note - individualized approaches required and dependent upon client's progress
Specific Nutrition Prescription
Recommended that nutrition prescription be tailored to the individual, based on 
assessment and comparison of clinical data to recommended targets, with the 
establishment and review of realistic goals. Goal setting should involve 
consultation with other health professionals.
Level 4
Time, length and timing of individual nutrition consults Level 4
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Consultation
The role of the dietitian working group members was to liaise with 
colleagues regarding recommendations within the Guidelines e.g. local 
networks, Diabetes Australia (DA) and the DAA Queensland Diabetes 
Special Interest Group.
Recommendations were made when there was evidence from more than 
one source or through consensus. Adoption/adaptation of other guidelines 
was based on evidence to support recommendations or through the 
consultation process. Drafts of recommendations were circulated to the 
dietitians and focus groups were held to discuss recommendations and the 
supporting evidence. Correspondence back to dietitians identified how their 
feedback had been incorporated into the Guidelines. There was also an 
external review process, which involved the Queensland Health Diabetes 
Advisory Group, a multidisciplinary group.
There was no direct consumer consultation however there was some 
consumer representation through Diabetes Australia Queensland. A recent 
diabetes checklist pamphlet funded by DA and National Heart Foundation 
(NHF) was developed in consultation with consumers.
The endorsement of the QBPG by the Director General Queensland Health 
involved meeting of Queensland Health's consultation criteria. The criteria 
for consultation included that all stakeholders are contacted and that the 
incorporation of feedback is acknowledged. Such policy within organisations 
promotes thorough consultation.
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Guidelines
Flexibility and adaptability of the Guidelines was gained through 
consultation on different Service and practitioner's needs. They were also 
designed to adapt to different levels of health resources.
Revision Plan
A review plan has been developed, however Queensland Health is waiting 
for ADEA Guidelines and National Evidence Based Guidelines to be 
developed so that recommendations resulting from these Guidelines can be 
incorporated as appropriate into the Queensland Guidelines.
Implementation Plan
The implementation of the Guidelines was assisted by education and 
training funded by Queensland Health and coordinated by NHF and DA. 
Resource kits were developed and distributed to workshop participants; 
including the Guidelines and a power point demonstration. Train the trainer 
sessions were available to diabetes health professionals, however some 
attendees came for the information only and have not conducted training in 
their areas. It is estimated that between 150 and 200 health professionals 
from across the state attended train the trainer sessions. Since the 
Guidelines have been in place, Queensland Health has identified the need 
for a process to assist rural areas with the implementation of the 
Guidelines. Support for implementation has been a comprehensive program 
funded by Queensland Health.
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Evaluation
An evaluation plan with performance indicators related to the 
implementation of the Guidelines has not been developed. The ideal was 
identified as being able to evaluate change in practice and change in how 
the different health professionals work together.
Formal feedback on the implementation of the Guidelines is received via 
three rural training units (for 3 zones within Queensland). Each rural 
training unit has an allied health coordinator and networks of Guideline 
trainers. One Zone has reviewed the gaps in the implementation of the 
Guidelines and has identified the need for diabetes educator training. The 
integration of the Guidelines into the business of health zones in 
Queensland was a useful strategy for implementation, as it has further 
promoted and supported the use of the Guidelines.
Feedback regarding Guideline implementation has shown that well 
resourced districts have been able to improve the coordination of services. 
In rural areas there is a high turnover of staff and it has been more difficult 
to incorporate the Guidelines. There has been low coverage of Aboriginal 
and Torres Islander Health workers as they have separate guidelines. These 
health workers are now seeking information on the QBPG and feel that less 
detailed training program/ information on the Guidelines would be useful.
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Legal Considerations
Disclaimers were well addressed by Queensland Health and are clearly 
identified in the Guidelines document. They include statements referring to 
the Guidelines as "general guide", "not prescriptive" and "the practitioner 
needs to interpret for the individual case". Advice was sought from the 
Legal Administrative Law Advisor to Queensland Health in regards to legal 
issues.
3.1.2 Comparison to the NHMRC Development Process
The information describing the process for developing the QBPG was 
compared to the process recommended by the NHMRC for the development 
of clinical practice guidelines (Table 7, note the ✓  indicates completion & 
the x not undertaken). The main differences between the QBPG and the 
NHMRC process were the detail related to the literature search, the criteria 
for inclusion or exclusion of reviewed articles and the rating of levels of 
evidence. The QBPG document did not adequately describe the development 
process. It also did not describe the process by which the Guidelines were 
assessed for flexibility and adaptability in different work settings and target 
groups. A cost effectiveness analysis of Guideline implementation and 
outcomes was not performed as recommended by the NHMRC and plans for 
evaluation and future research were not outlined.
The strengths of the process underlying the development of the QBPG 
included the initial drive for improvement in diabetes services coming from 
GP. The united approach taken by CBDGP and Queensland Health resulted 
in diabetes practice guidelines for relevant health professionals, which
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clearly identified and described the roles of different members of the 
diabetes care team. The teleconference with members of the development 
team demonstrated that consultation with dietitians was thorough and 
transparent. As already mentioned the integration of the Guidelines into the 
business of health services, including the state health department, 
strengthened the development process and has supported subsequent 
implementation.
The development of the QBPG was originally resourced by volunteers, who 
developed a plan and structure for the Guidelines. A project officer was 
appointed, part funded Division of GP and Queensland Health. The 
development time frame was approximately 18 months. The project officer 
reported that future Guideline development would adopt a refined process 
and would be more efficient with the consultation phase.
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3.2 New Zealand Dietetic Association Standards of Practice for 
Type 2 Diabetes Mellitus
3.2.1 Description of the Components
The process for developing the NZSC was first identified by reading the 
document. It was apparent that the Standards had been written and 
reviewed by members of the New Zealand Dietetic Association (NZDA) 
Diabetes Special Interest Group. The scope and target group were defined 
as standards of practice for the nutritional management of Type 2 diabetes 
for adults with Type 2 diabetes, respectively. The definition for standards of 
practice was reported as, "a document defining accepted practice using 
current literature as guidance for what is acceptable". Health outcomes and 
recommendations for practice were included in the document but they were 
not referenced. A reference list was provided with the document. A revision 
plan was not included, however it was reported that the standards would be 
reviewed in August 2001. A gap in research for older adults was identified.
Further information regarding the development process was obtained from 
the NZSC coordinator via an email questionnaire (Appendix 3.2). The 
coordinator emailed additional information about the background to the 
standards and the process undertaken to develop the standards. The New 
Zealand Society for the Study of Diabetes Workforce Survey provided the 
initial impetus for developing the standards as the survey indicated that 
there were an insufficient number of dietitians to assist with diabetes 
management. The co-author of the workforce survey suggested that NZSC 
be developed so that an assessment, of how well dietitians were able to 
provide this level of care, could be undertaken. Standards for type 1 
diabetes were developed first, followed by the Type 2 standards. The Type 2
Sallyanne Knights, Part 2 Audit of Practice Guidelines 53
standards took between 18 months - 2 years to complete. Table 9 
summarises the comparison with the NHMRC process (note the ✓  indicates 
completion & the X not undertaken). The development process is described 
in more detail below.
Table 9 Comparison of New Zealand Standards Development to NHMRC Guidelines
Stage Task New Zealand
Multidisciplinary
Panel
Oversee development of the guidelines ✓
M e m b ersh ip  o f  th e  p a n e l in c lu d e s:
Expert clinicians in the field ✓
Experts in research ✓
Health economist X
Public policy analyst X
Health practitioners working in the field s
Consumer representatives X
Evidence of wider consultation, including 
public consultation.
X
Scope & 
coverage of the 
guidelines
Topic defined
s
Topic related to clinical decision making s
Check for suitable existing guidelines ✓
Clearly defined purpose, including scope 
and target audience
✓
Health outcomes 
identified
Outcome measures clearly defined
✓
Systematic 
review of the 
evidence
Aim(s) of review clearly stated. X
Data sources used to identify the evidence 
documented.
s
Data collection methods including inclusion 
and exclusion criteria reported.
X
Characteristics of the primary studies 
reviewed stated.
X
Synthesis of the evidence given, including 
meta analysis where appropriate.
X
Ratings of evidence quality, relevance and 
strength reported.
X
Summary of evidence, including its 
implications for future research and clinical 
practice stated.
X
Consultation Description of consultation process, 
including methods, who was consulted and 
how comments were managed provided.
X
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Table 9 Comparison of New Zealand Standards Development to NH MRC Guidelines
Stage Task New Zealand
Quality of Evidence
Recommendations supported by evidence 
statements (levels of evidence).
X
Guidelines Where scientific evidence is lacking, consensus statements or non consensus options are 
given.
X
Flexibility & Adaptability
Differences in clinical experiences accounted 
for
S
Target populations X
Geographical locations X
Clinical settings X
Resources X
Patients' values and preferences ✓
Resource considerations
Cost effectiveness X
Revision plan Recommendation for review of guidelines, on a 
1 - 3  year basis, included.
X
Implementation
plan Plan for implementation provided
X
Evaluation
Pilot test conducted X
Evaluation plan and budget included, process 
and implementation for guidelines
X
Research Recommendations for future research included
X
Legal
considerations
Appropriate disclaimer included
X
Panel
A panel of four dietitians oversaw the development of the standards of care. 
The role of the group was to define the scope of the standards in support of 
the NZDA Position Statement on The Nutritional Management of Diabetes 
Mellitus in New Zealand, 1997. The panel consisted of volunteers and no 
funding was obtained for the project. The panel members were clinical 
dietitians with experience in the management of Type 2 diabetes. One of 
the members of the panel was completing her doctorate in the management 
of diabetes in older adults and contributed research skills as well. Another
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member of the panel had experience in health service management. The 
process for developing the standards was modeled on Auckland Health 
Care's Standards of Care and Sylvia Escott-Stumps format for care plans.
Scope
The scope of the standards was broadly defined by the topic, Standards of 
Practice for the Nutritional Management of Type 2 Diabetes. The panel had 
aimed to develop a document that would provide national guidelines for 
dietetic practice, not other professional groups. The coordinator estimated, 
from memory, that the panel reviewed four existing sets of standards of 
care at the commencement of the project. These documents were from 
dietetic departments within New Zealand. The reasons given for not 
adopting existing guidelines was that they were either out of date, did not 
reflect the position statement, not referenced and/or did not include all 
components of care deemed essential by the panel. The health outcomes 
were adopted from the ANPG.
Literature Review
The coordinator undertook the literature review. The coordinator 
commented that she was not aware of the principles of evidence based 
practice at the commencement of the project. The Medline database was 
used to identify articles related to relevant aspects of care. The process for 
undertaking the review was reported as not being a systematic literature 
review. The articles were limited to those available in New Zealand as there 
was no budget for obtaining articles outside of New Zealand and the 
coordinator did not have access to on line journal articles. A system was not
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developed to decide whether to include or exclude articles, however articles 
older that five years were not included. The addendum on care of older 
adults with diabetes was developed from one dietitian's doctorate research. 
Panel members critiqued the draft before forwarding it to NZDA.
Consultation
The process for consultation included circulation of the standards to 
members of the Diabetes Special Interest Group for comment. The 
standards were also discussed at two NZDA Annual General Meetings. The 
process for inclusion or exclusion of feedback was not described.
Guidelines
The process for developing the recommendations was not clearly defined or 
reported. Levels of evidence statements or consensus statements do not 
accompany the recommendations. The NZDA position statement informed 
the goals for the nutritional management of Type 2 diabetes. The 
assessment categories, interview components and education topics were 
compiled from the NZDA position statement, ANPG and Auckland Healthcare 
standards. These documents also informed the issues related to clinical 
decision making around the evaluation of assessment data. The list of 
resources was compiled from all known New Zealand based diabetes 
education resources.
The recommendations for follow up appointments were based on the ANPG 
with some adaptation to the New Zealand conditions, however the 
adaptation process was not described. The performance indicators for
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nutritional management were set as the objectives for nutritional 
management and they were based on consensus. The process for obtaining 
consensus was not outlined.
The panel considered the flexibility and adaptability of the standards to 
differing practices. The panel aimed to develop general guidelines that could 
be adopted by dietitians. The additional needs for people from non English 
speaking backgrounds or those with low literacy skills were not included. 
The scope of the standards did not include people with multiple medical 
conditions. The cost effectiveness of the implementation of the standards 
was not assessed.
Revision plan
Revision was proposed to commence in August 2001 however this has not 
occurred. The coordinator of the project has moved into a new area of work 
and no one else has assumed this role. This problem highlights the need for 
an overseeing organisation to coordinate development and review of 
Guidelines. Further promotion of the dietitian's role in diabetes management 
at the national health level and through the New Zealand Guidelines' Group 
may assist in gaining assistance in future projects
Implementation Plan
An implementation plan was not developed with the standards. The 
dissemination and promotion of the standards occurred through the 
Diabetes Special Interest Group. The panel had envisaged NZDA endorsing 
the standards, however NZDA at the time did not have a process in place to
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undertake the endorsement. It is likely that the standards would have 
obtained higher credibility with the New Zealand Ministry of Health and 
among other health professionals if they had been endorsed by the 
professional organisation.
Evaluation
The implementation of the standards has not been formally evaluated. The 
standards have not been used to benchmark dietetic practice or assess the 
dietetic workforce issues. A teleconference was held with diabetes dietitians 
to collate their views on the Guidelines and the extent to which they are 
being implemented.
Legal Considerations
The panel did not consider the legal issues related to dietetic practice in the 
management of Type 2 diabetes with the introduction of NZSC.
3.2.2 Comparison to the NHMRC Development Process
The comparison of the process undertaken to develop the NZSC compared 
to the process recommended by the NHMRC for the development of clinical 
practice guidelines highlighted a number of differences in the development 
processes (Table 9, note the ✓  indicates completion & the x not 
undertaken).
The panel membership did not include other health professionals or 
professionals with skills in health economy and policy analysis. This would 
possibly limit the reach of the standards and whilst the standards were
Sallyanne Knights, Part 2 Audit of Practice Guidelines 59
targeting dietitians' practice, an interdisciplinary panel may have facilitated 
a better understanding of the roles of different health professionals in 
diabetes care. Endorsement by other professional groups may have also 
increased credibility and implementation. The process for consultation did 
not include members of the general public or people with diabetes, as 
recommended by the NHMRC. The overall consultation process was not 
described in sufficient detail to ascertain how feedback from dietitians was 
incorporated into the NZSC.
The literature review undertaken was not systematic and the resulting 
recommendations were not rated for quality. There were no 
recommendations made for future research. The Standards were not tested 
for flexibility and adaptability in different geographical locations, clinical 
settings or target populations and the cost effectiveness of the Standards 
was not evaluated. These processes are resource intensive and require 
funding and a collaborative effort between health services, educational 
bodies and health professionals. Legal considerations for dietitians have not 
been addressed in the standards and the inclusion of disclaimers in updated 
versions is recommended.
The strength of the process undertaken to develop the NZSC was the 
rationale for their development. The concern regarding dietetic workforce 
issues in diabetes management was a valid reason to investigate best 
practice to best utilise dietitians' skills and expertise. As already outlined the 
support of relevant health and professional organisations could have 
assisted the process. The reference to other DPGD and adaptation of 
recommendations from these was also a strength. The documentation of a 
transparent process would have assisted further critique of the process.
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The coordinator was also asked to comment on whether she would do 
anything different next time if she were involved in the development of 
future Guidelines. Areas of change in the process were reported as a more 
robust process for looking at evidence, along the lines of the ADA tool kit 
(89) and a more in depth consultation process to improve the marketing of 
dietetics and also improve adoption of the resulting standards.
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3.3 American Dietetic Association Nutrition Practice Guidelines for 
Type 2 Diabetes Mellitus
3.3.1 Description of the Components
The document identified that the need for nutrition practice guidelines 
(NPG) evolved from a needs assessment of costs and benefits of nutrition 
care services. A consensus panel coordinated the development of the NPG, 
however membership was not published in the Guidelines document. The 
ADA funded the project. The scope and coverage of the Guidelines were 
defined and the health outcome measures were clearly defined and 
referenced. The document did not discuss the literature review process or 
the consultation process. Not all recommendations in the NPG were 
referenced. Table 10 summarises the comparison with the NHMRC process 
(note the ✓  indicates completion & the x not undertaken). The 
development process is described in more detail below.
Table 10 Comparison of the American Guideline Development to NHMRC Guidelines
Stage Task American
Oversee development of the guidelines ✓
M em b ersh ip  o f  the p a n e l inc lud es:
Multidisciplinary
Panel
Expert clinicians in the field ✓
Experts in research ✓
Health economist X
Public policy analyst X
Health practitioners working in the field ✓
Consumer representatives X
Evidence of wider consultation, including 
public consultation.
X
Scope & 
coverage of the 
guidelines
Topic defined s
Topic related to clinical decision making ✓
Check for suitable existing guidelines ✓
Clearly defined purpose, including scope and 
target audience
✓
Health outcomes 
identified
Outcome measures clearly defined
✓
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Table 10 Comparison of the American Guideline Development to NHMRC Guidelines
Stage Task American
Aim(s) of review clearly stated. X
Systematic 
review of the 
evidence
Data sources used to identify the evidence 
documented.
S
Data collection methods including inclusion and 
exclusion criteria reported.
X
Characteristics of the primary studies reviewed 
stated.
X
Synthesis of the evidence given, including meta 
analysis where appropriate.
X
Ratings of evidence quality, relevance and 
strength reported.
X
Summary of evidence, including its implications 
for future research and clinical practice stated.
X
Consultation Description of consultation process, including 
methods, who was consulted and how comments 
were managed provided.
X
Quality of Evidence
Recommendations supported by evidence 
statements (levels of evidence).
X
Guidelines Where scientific evidence is lacking, consensus statements or non consensus options are given.
✓
Flexibility & Adaptability
Differences in clinical experiences accounted for ✓
Target populations X
Geographical locations s
Clinical settings s
Resources s
Patients' values and preferences s
Resource considerations
Cost effectiveness s
Revision plan Recommendation for review of guidelines, on a 1 
- 3 year basis, included.
X
Implementation
plan Plan for implementation provided
X
Evaluation
Pilot test conducted ✓
Evaluation plan and budget included, process 
and implementation for guidelines
✓
Research Recommendations for future research included
X
Legal
considerations
Appropriate disclaimer included
s
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The coordinator for the development of the ANPG was contacted by email in 
regards to a number of areas of Guideline development and content, 
questions forwarded to the coordinator can be found in Appendix 3.3. In 
response to the questions, the coordinator mailed reference documents 
related to the ANPG.
The ADA awarded an International Diabetes Centre a contract to develop, 
field test and evaluate the ANPG. A multidisciplinary consensus panel 
coordinated the process and the resulting guidelines were evaluated in a 
RCT (64). The major finding of the RCT was that the ANPG provided a 
systematic approach to clinical management and were suitable in a variety 
of clinical settings. The cost effectiveness of treatment was enhanced by the 
ANPG, as the dietitian's role in clinical decisions about the nutrition 
prescription, the appropriate medical changes and the number of follow up 
visits was increased (65).
Panel
The panel members were recognized experts in diabetes. The panel 
consisted of eleven members, four registered dietitians, three 
endocrinologists, one family physician, one research manager, one 
counselor and one registered nurse. In addition to the research manager, 
five other panel members were experienced researchers. Of the four 
dietitians three had research expertise, one specialized in food service and 
one was both a clinical dietitian and health educator. The registered nurse 
was the manager of a health education department and the counselor was 
the coordinator of psychosocial services in an International Diabetes Centre. 
The medical practitioners had clinical and research expertise.
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The panel addressed six topics prior to the development of the Guidelines,
• Usual care for Type 2 diabetes
• Development of Practice Guidelines
• Medical outcomes for diabetes
• Educational & behavioural outcomes for diabetes
• Measurement of cost effectiveness and
• Options for outpatient NPG
Scope
The NPG were aimed at assisting dietitian's clinical decision making and the 
purpose was clearly stated. The purpose of the Guidelines was to guide 
dietitians in clinical decision making in the outpatient setting. Other dietetic 
guidelines were not referred to in the development of the ANPG. Supporting 
documentation from the coordinator indicated that the NPG were flexible to 
address management of a wide range of groups, as they were field tested at 
various locations.
Literature Review
The methodology for the literature was not reported. The coordinator 
explained that at the time of developing the ANPG, the accepted standard 
for development of practice guidelines did not include a systematic 
literature review and graded evidence based recommendations.
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Consultation & Review
The panel wrote the first draft of the NPG and this was peer reviewed by 
other recognized leaders in nutrition and diabetes. Consultation with 
physicians and dietitians occurred through surveys. A survey conducted 
with physicians in 1989-90 provided information on referral and practice 
patterns. A survey of dietitians who were members of the ADA Diabetes 
Care & Education Diabetes Practice Group was undertaken to identify 
current practice of diabetes dietitians. Comments and suggestions were 
incorporated into the final draft, however for this process was not outlined. 
The final draft was tested in a RCT of NPG care versus basic care. There is 
no current plan to revise the Guidelines.
Legal Issues
The NPG included a disclaimer for the ADA and the profession by describing 
that the Guidelines as "only providing a suggested system and methods for 
nutrition therapy". They "do not provide specifics on nutrition guidelines for 
Type 2 diabetes, as recommendations change as new research or therapies 
become available".
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3.3.2 Comparison to the NHMRC Development Process
Differences in the process used to develop the ANPG and those 
recommended by the NHMRC were identified (Table 10, note the ✓  
indicates completion & the x not undertaken). The main differences in 
development process compared to the NHMRC recommendations included 
the membership of the consensus panel. The panel did not include 
professionals with skills in health economics or policy analysis, however an 
economical evaluation of guidelines care was undertaken and found that 
ANPG care financially superior to basic care (65). There were no consumer 
representatives on the panel and no wider consultation with consumers or 
the general public during the development of the NPG.
The NPG recommendations were referenced, and those recommendations 
not referenced were reached by consensus. As previously identified a 
systematic literature review was not undertaken and resulting 
recommendations were not accompanied by ratings of levels of evidence 
and no discussion of future research areas was included. The consultation 
process was not described in sufficient detail to understand the process of 
incorporating feedback from dietitians who were consulted regarding the 
draft Guidelines. Whilst the document stated that revision was 
recommended within three years of development, there are no current 
plans to revise the Guidelines.
The strengths of the process used to develop the NPG included the rationale 
for their development and the funding allocated to the project. The 
multidisciplinary panel provided a coordinated approach, assisted by 
funding, and represented different health professional groups involved in
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diabetes care. The Guidelines were evaluated through a RCT for both clinical 
effectiveness (64) and cost effectiveness (65). The RCTs included sites in 
different geographical locations and clinical settings. Flexibility and 
adaptability were tested during in the trial, however the ANPG do not 
specifically outline the needs of different target populations.
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Previous sections have reported on the development processes for the 
QBPG, the NZSC and the ANPG compared to the NHMRC Guidelines (57). 
Each development process was supported by a clear rationale, access to 
allied health professionals, limited numbers of dietitians and cost 
effectiveness of nutritional care. The goal or rationale for each guideline 
provided impetus for their development. For the remainder of this section 
the dietetic practice standards and guidelines will be collectively referred to 
as Guidelines. A limitation of all three documents was the lack of description 
of the development process applied. Clear documentation or referencing of 
a supporting document outlining the development process is recommended 
by the NHMRC (57). A summary of the comparisons is shown Table 11 (note 
the ✓  indicates completion & the X not undertaken).
3.4 Discussion - Recommendations for Guidelines Development
It is recommended that the process used to develop the Australian DPGD be 
clearly documented.
A panel coordinated all three sets of Guidelines. The panels that facilitated 
the development of the ANPG and QBPG were multidisciplinary teams; 
where as the NZSC panel consisted of dietitians. None of the development 
processes included consumers, health economists or policy analysts on the 
panel as recommended by the NHMRC. There was no evidence of wider 
public consultation with any of the Guidelines. The benefits of the 
multidisciplinary panel included the opportunity to clarify roles of health 
professionals within the diabetes team, increased breadth of discussion and 
promotion of DPGD and increased likelihood of endorsement and
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implementation. Evidence of a multidisciplinary panel is one of the 
requirements for NHMRC endorsement.
It is recommended that the panel coordinating the Australian DPGD have 
adequate representation.
It is recommended that the panel coordinating the Australian DPGD 
consider the appropriate organisation(s) for endorsement of the guidelines.
The NHMRC recommend the use of systematic literature review processes 
for the development of evidence based clinical practice guidelines. None of 
the Guidelines met the NHMRC literature review recommendation as they 
were not developed from systematic literature reviews and did not grade 
the levels of evidence (57-59). Refer to table 11 for a summary of the 
Guideline development processes used. All of the Guidelines identified 
references, however the NZSC did not reference recommendations. The 
NZSC only provided a reference list. The QBPG and ANPG recommendations 
were referenced and those that were not referenced were reached through 
consensus. The QDBG included appendices of supporting evidence rated for 
quality as recommended by the NHMRC. None of the Guidelines clearly 
described the consultation process, including who was consulted and how 
feedback was incorporated into the recommendations.
The coordinators of the Guideline development indicated that at the time of 
Guideline development systematic processes, including literature reviews 
and consultation, had not been established as the gold standard for the
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development of CPG. Within the nutrition and dietetic professions it is 
currently being debated whether the NHMRC process is suited to dietetic 
interventions. The hierarchy for grading evidence is more suited to 
pharmaceutical trials than nutrition interventions and it is questioned 
whether high level evidence, systematic reviews of RCTs, exists for nutrition 
interventions. However to keep in line with the NHMRC recommendations a 
minimal requirement for evidence based DPGD would be to describe the 
literature review process, identify sources of evidence, grade the evidence 
and/or method of consensus for practice recommendations.
It is recommended that the literature process endorsed by the NHMRC be 
adopted.
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Table 11 Comparisons of Guidelines Development to NHMRC Guidelines
Stage Task Qld NZ USA
Oversee development of the guidelines ✓ ✓ ✓
M e m b e rsh ip  o f  the  p a n e l in c lu d e s :
Multidisciplinary
Panel
Expert clinicians in the field S ✓ ✓
Experts in research ✓ ✓ ✓
Health economist X X X
Public policy analyst X X X
Health practitioners working in the field ✓ ✓ s
Consumer representatives X X X
Evidence of wider consultation, 
including public consultation.
X X X
✓ s y
Scope & 
coverage of the 
guidelines
Topic defined
Topic related to clinical decision making ✓ ✓ s
Check for suitable existing guidelines ✓ ✓ y
Clearly defined purpose, including 
scope and target audience
✓ ✓ s
✓ ✓ ✓
Health outcomes 
identified
Outcome measures clearly defined
Aim(s) of review clearly stated. X X X
Systematic
Data sources used to identify the 
evidence documented.
✓ ✓ ✓
Data collection methods including X X X
review of the inclusion and exclusion criteria
evidence reported.
Characteristics of the primary studies 
reviewed stated.
X X X
Synthesis of the evidence given, 
including meta analysis where 
appropriate.
X X X
Ratings of evidence quality, relevance 
and strength reported.
Part X X
Summary of evidence, including its 
implications for future research and 
clinical practice stated.
X X X
Description of consultation process, X X X
Consultation including methods, who was consulted 
and how comments were managed 
provided.
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Table 11 Comparisons of Guidelines Development to NHMRC Guidelines
Stage Task Qld NZ USA
Guidelines
Quality of Evidence
Recommendations supported by 
evidence statements (levels of 
evidence).
Part X X
Where scientific evidence is lacking, 
consensus statements or non 
consensus options are given.
✓ X s
Flexibility & Adaptability
Differences in clinical experiences 
accounted for
✓ ✓ s
Target populations X X X
Geographical locations X X ✓
Clinical settings X X ✓
Resources X X ✓
Patients' values and preferences s s ✓
Resource considerations
Cost effectiveness X X ✓
Revision plan Recommendation for review of 
guidelines, on a 1 - 3 year basis, 
included.
X X X
Implementation
plan Plan for implementation provided
X X X
Evaluation
Pilot test conducted X X s
Evaluation plan and budget included, 
process and implementation for 
guidelines
X X ✓
Research Recommendations for future research 
included
X X X
Legal
considerations
Appropriate disclaimer included
X X ✓
Other issues related to CPG development were the flexibility and cost 
effectiveness of the recommendations. The ANPG accounted for all but one 
element of flexibility and adaptability of the Guidelines in different settings, 
they did not address target populations. The QBPG and NZSC addressed 
only two of these elements, clinical experiences and patient values and 
preferences. The ANPG were the only Guidelines tested for cost 
effectiveness.
Sallyanne Knights, Part 2 Audit of Practice Guidelines 73
The development of National DPGD for Australia would need to consider the 
different work place contexts in which dietitians work including rural and 
metropolitan locations. Different cultural considerations would also need to 
be acknowledged for non English speaking people and people from 
Aboriginal and Torres Islander backgrounds.
It is recommended that the Australian DPGD be suited to the different work 
contexts and cultural requirements of people with diabetes.
None of the Guidelines provided plans for revision, implementation, 
evaluation or future research. The ANPG were evaluated through a RCT and 
found to be superior to basic care (64). The QBPG and ANPG included 
appropriate legal disclaimers. The ANPG and QBPG projects were funded, 
were as the NZSC totally relied on volunteers. The development of 
evidenced based DPGD requires funding and coordination, and this will be 
essential to progress the development of Australian DPGD.
It is recommended that funding be obtained to develop, evaluate, 
implement and review the Australian DPGD.
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3.5 Summary
The ANPG addressed more the components of development recommended 
by the NHMRC (1999) than the QBPG and NZSC. Most importantly the ANPG 
were tested for clinical and cost effectiveness. The suitability of the ANPG 
for adoption and later adaptation in Australia is further explored in Part 2 
Section 4.4. In line with NHMRC (1999) the ANPG would need to be updated 
and circulated for consultation with relevant health professionals.
It is recommended that the process to develop Australian DPGD include;
• The commitment from an organisation(s) to oversee the funding and 
development and review processes.
• Consideration of adoption and adaptation of the ANPG
• Consideration of the implementation processes used for the QBPG.
• The inclusion of relevant recommendations from the National 
Evidence Based Guidelines for the Management of Type 2 Diabetes 
Mellitus.
• A systematic review of the scientific literature to grade and update 
evidence supporting recommendations for practice.
• The incorporation of Australian dietitians' views on current and best 
practice that are supported by evidence or expert consensus.
• Adequate consultation with relevant health professionals and 
organisations.
• Appropriate consideration of legal issues.
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4.0 Comparison of Content in Queensland, New Zealand &
American Guidelines
The purpose of this part of the assessment was to identify and compare the 
content of the Guidelines. The Guidelines are reviewed in the order of 
QBPG, NZSC and ANPG. Discrete sections within the three sets of Guidelines 
defined the format and presentation of the documents. The section 
headings are referred to the following descriptions of the Guidelines. 
Recommendations resulting from the assessment of the elements of 
dietitians' practice, assessment, education/intervention, goal setting and the 
monitoring of outcomes are outlined in Part 2 Section 4.4.
4.1 Queensland Best Practice Guidelines for the Management of 
Type 2 Diabetes - Dietetics
The QBPG contained five sections, introduction, qualifications, standards of 
professional practice, referrals and clinical management guidelines for Type 
2 diabetes. Each of the sections is outlined below and summarised in Table 
12 (pg 93) and recommendations are tabled on pages 105-107.
Nutrition Management in Diabetes by Nutritionists/Dietitians (Introduction)
The introduction outlined nutrition management in diabetes by 
nutritionists/dietitians. The aims of the dietitians' contribution to clinical 
management of Type 2 diabetes were stated as,
• Achieve and maintain optimal nutritional status for clients
• Minimise the risk of short and long term complications and
• Promote optimal patient wellbeing
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The nutrition intervention included assessment, treatment, nutrition 
counseling and evaluation with the purpose of the intervention being 
outlined as,
• Outcome focused
• Consistent with evidence
• Based on therapeutic aspects of diet for treatment and prevention of 
disease
• In accordance with professional standards and best practice guidelines
• The promotion of self-management philosophy
The Guidelines promoted the integration of the dietetic intervention with the 
person's total diabetes management and an intervention that facilitated 
positive behaviour change, not simply the transfer of knowledge.
Qualifications
The QBPG stated that the mandatory qualification for the 
dietitian/nutritionist is eligibility for membership with the DAA. A desirable 
qualification was status as an Accredited Practising Dietitian. The Guidelines 
referred to the dietitian as dietitian/nutritionist, but for the purpose of 
reporting the dietitian/nutritionist will be referred to as "dietitian".
Standards of Professional Practice
Section three of the QPBG outlined the standards of professional practice 
and this was discussed in the scope of the Guidelines (pg 46).
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Referral Criteria
Referral criteria were provided for, referral to the dietitian and referral by 
the dietitian to other health professionals. Criteria for individual and group 
nutrition sessions were also outlined. Please refer to Appendix 4.1. In 
regards to choosing individual consults or group education, QBPG suggested 
that the dietitian might choose to refer a person to both individual and 
group education. The dietitian might also identify additional criteria for 
individual consultation at their professional discretion. It was also 
recommended that the dietitian promoted access to other members of the 
diabetes team and referred to these services as appropriate. This section 
was a useful guide to assist dietitians to prioritise their work.
Nutrition Practice Guidelines for Type 2 Diabetes
1) Desired outcomes and objectives of lifestyle and nutrition interventions
The desired outcomes and objectives of care are listed in Appendix 4.2. 
These were established to ensure quality, consistency and accountability of 
the nutrition intervention for all people with Type 2 diabetes.
Sallyanne Knights, Part 2 Audit of Practice Guidelines 78
2) Level of nutritional care
The level of nutritional care recommended in the QBPG is relevant for 
clients with Type 2 diabetes or impaired glucose tolerance and those not 
suitable for group education. The recommendations included frequency and 
length of follow up and length of visit. The appointment time included the 
time required to document in the client's medical record. It was 
recommended that the follow up process, as outlined in Appendix 4.3, be 
flexible and related to the client's progress and goal attainment. This 
section provided guidance in regards the minimal level of care.
3) Priority
The recommendation for priority of service stated that the aim of dietetic 
services was to provide timely management for all people with diabetes, as 
required. (Priority referral criteria highlighted in Appendix 4.1) This section 
provided an additional guide for dietitians, but also provided a guide to 
referring practitioners in regards to service priorities and assisting their 
client's expectations of access to a dietitian.
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4) How to use the Guidelines
The document stated that by referring to the Guidelines a dietitian could 
select relevant components for an individual client:
• The elements of assessment to include at consultations
• Evaluation of assessment results compared to recommended targets
• Negotiation of appropriate goals with the client
• Choice of appropriate intervention/education strategies
5) Flexible Competencies
The Guidelines described that in some regions within Queensland, access to 
a dietitian is not always possible. The Guidelines outlined assessments and 
interventions that can be provided by other health professionals; these are 
referred to as flexible competencies. The health professionals' 
responsibilities were listed as:
• Ensuring that they have the ability to undertake assessments and 
interventions that are within their professional scope of practice
• Supplying information that is in line with current nutritional 
recommendations
• Referring clients on to other health professionals when they do not 
have the expertise to manage specific problems
The flexible competencies identified the different health professionals' areas 
of expertise and promoted effective and efficient use of health resources.
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6) Evidence for assessment and intervention/education
The Guidelines contained tables to guide dietitians and other health 
professionals in appropriate assessment and intervention. The completion of 
assessment and intervention was at the health professional's discretion, 
based on the needs of the individual clients. The Guidelines did not stipulate 
which activities should occur at each visit, however were valuable in 
promoting consistency in care.
The components of practice tabulated were:
• Assessment of clinical data
• Nutrition and anthropometric assessment and nutrition intervention
• Psychosocial assessment and intervention
• Physical activity assessment and intervention
The tables for assessment of clinical data indicated that other health 
professionals are skilled to collect data. Each health professional is 
responsible for referring clients for more detailed specialized assessments 
with the appropriate health professional. The background information to this 
table also indicated that the dietitian is the most skilled health practitioner 
in regards to effective integration of assessment data to optimise nutritional 
management.
The tables listed assessment and interventions identifying elements of 
anthropometric, psychosocial and physical activity assessment in nutrition 
management together with various stages of appropriate intervention. 
(Appendices 4.4-4.7)
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The New Zealand Standards of Practice for Type 2 Diabetes Mellitus 
contained six sections; goals, assessment, treatment, education, follow up 
and performance indicators. The sections are outlined below and 
summarised in Table 12 (Pg 93) and the recommendations are listed in 
Table 13 (pp 105-107).
Goals
The goal section listed the objectives of management,
• Achieve optimal nutritional status through eating a wide variety of food
• Maintain optimal blood glucose levels
• Achieve optimal serum lipids
• Prevent/treat short or long-term complications
• To provide adequate energy throughout the lifespan to attain and 
maintain a reasonable body weight
Assessment
The components of the assessment are listed in Appendix 5.1. The 
standards recommended the completion of a patient record card or 
database information sheet. The assessment informed the 
recommendations for treatment and was promoted as an essential 
component of the dietetic process. The comprehensive list provided, 
promoted a thorough and standard approach to assessment.
4.2 New Zealand Dietetic Association Standards of Practice for
Type 2 Diabetes Mellitus
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Treatment
The standards encouraged dietitians to base meal plans on the individual's 
usual food intake. The standards also promoted a consistent eating pattern 
that minimised the risk of hypoglycaemia. Appendix 5.2 lists the general 
treatment goals and promotes an individualized approach to improve 
metabolic outcomes. Treatment goals for dyslipidaemia, hypertension and 
nephropathy are also included in the Standards and these are summarized 
in Appendix 5.3. These are useful guides to direct standard practice.
Education
The Standards provided a list of education topics to be discussed by the 
dietitian. These are listed in Appendix 5.4. In addition to the education 
topics a list of diabetes education resources used by dietitians in New 
Zealand was provided.
Follow Up
The Standards of Care recommended components of care for follow up 
appointments. At the first follow up appointment assessment it was 
recommended that:
1) Glycaemic control be reviewed; aiming for decrease of 10% or at the 
target goal
2) Weight loss of l-2kg is desirable (as applicable)
3) Activity - an increase in time, intensity and duration as appropriate
4) Appropriate changes to meals, including selection, preparation and 
quantity of food
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Further follow up was recommended at the dietitian's discretion, a first 
follow up was suggested at 2-4 week post initial assessment. It was 
recommended that progress be compared to targets, including:
1) HbAlc
2) Fasting BGL
3) Two hour post prandial
6.0% - 7.5%
4.4 - 6.7 mmol/l 
<7.8%
4) Lipids as per Appendix 5.3
The follow up recommendations outlined the minimal level of care by the 
dietitian and expected targets for diabetes management. Ideally these 
recommendations would be clearly referenced. The Standards 
recommended discharge to the referring practitioner once the goals were 
achieved or the person is sufficiently empowered to manage the changes 
independently. The discharge should include a discharge letter informing the 
referring practitioner of the education and treatment undertaken and details 
of circumstances that would warrant referral back to the dietitian.
Performance Indicators
The performance indicators for nutritional management provided a checklist 
for goal setting and targets for the health practitioner and client and were 
listed in the Standards as:
• Improved or maintained glycaemic control
• Controlled blood pressure
• Achieved optimal serum lipid levels
• Nutritional adequate intake
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The ANPG contained eight sections, introduction, diabetes management 
goals, definition NPG, indications for use of practice guidelines, desired 
outcomes, overview NPG and basic care, communication and application. 
These are outlined below and summarised in Table 12 (pg 93) and 
recommendations are listed pp 105-107.
Introduction
The introduction provided an overview of the rationale for the production of 
the Guidelines, the process for developing the Guidelines and the scope of 
the ANPG. The introduction also outlined the evaluation methodology and 
results for metabolic and quality of life indicators and the incidence of Type 
2 diabetes in America.
Diabetes Management Goals
Diabetes management goals were reported as the
• Achievement and maintenance of improved metabolic control, and
• Prevention of associated complications.
The recommended initial treatment of Type 2 diabetes was outlined in the 
ANPG as medical nutrition therapy (MNT) accompanied by regular physical 
activity. The addition of pharmaceutical agents was recommended to occur 
as the result of progressive impairment of the beta cell function, not initial 
treatment.
4.3 American Dietetic Association Nutrition Practice Guidelines for
Type 2 Diabetes Mellitus
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The Guidelines encouraged monitoring of the response of glucose and lipid 
metabolism to therapy. The monitoring of blood glucose control included 
SMBG, FPGL and glycosilated haemoglobin assays. The NPG recommended 
annual screening for dyslipidaemia and measuring of BP at each visit.
The NPGs recommended that clinical decisions to improve metabolic control 
should be based on SMBG, other results, food intake, activity, symptoms 
and medications if used. The Guidelines recommended self-management of 
diabetes and that the role of MNT was to assist people with diabetes to 
develop the nutrition skills and exercise habits that will improve their health 
status, diabetes control and quality of life. The goals promoted an 
integration of self management behaviours. This section also provided 
rationale for the various goals, which are of interest to both the practitioner 
and client.
Nutrition Practice Guidelines
The purpose of the NPG for Type 2 diabetes was to provide a framework 
that assists the dietitian in the nutrition assessment, intervention (nutrition 
prescription, education, goal setting), and evaluation of outcomes for MNT. 
The document clearly identified the components and order of the clinical 
dietitian's work.
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Indications for Use of Practice Guidelines
Indications for use of NPG were for people with Type 2 diabetes treated with
• MINT
• MNT plus oral hypoglycaemic agents (OHA)
• MNT and insulin
• Newly diagnosed
• Existing diabetes
• Change in medical treatment e.g. addition of a OHA or insulin
The Guidelines included recommendations for responsibilities of the dietitian 
and referring practitioner for MNT for the efficient use of resources, 
improved communication and outcomes for people with Type 2 diabetes.
Desired Outcomes for MNT
The Guidelines reported on the treatment modalities for diabetes including 
MNT. The role of MNT was stated as improving metabolic control e.g. 
glycaemic, lipid and blood pressure control and assisting weight 
management. The strategies to assist in the achievement of outcomes were 
food/meal planning and exercise (Appendix 6.1). This section provided clear 
direction to the dietitian for choice of management options and 
corresponding targets.
Sallyanne Knights, Part 2 Audit of Practice Guidelines 87
Overview of N PG & Basic Care
Recommendations in the ANPG were very clear and promoted standard care 
for people with diabetes:
1. All people with Type 2 diabetes referred to the dietitian within one month 
of diagnosis
2. People attend for a series of 2-3 visits totalling approximately 2.5 hours
The Guideline provided guidance as to the minimal effective input needed 
by the dietitian and described NPG care and basic care levels. They provided 
a standardised framework that directs the dietitian's clinical decision 
making. NPG care included pre-initial visit tasks for the collection of referral 
data, as listed in Appendix 6.2. Basic care was defined as one visit with the 
dietitian for approximately 1 - 1.5 hours with ongoing MNT every 6 - 1 2  
months.
Initial visit & Follow Up Visits NPG Care
The NPG recommended that the initial appointment be patient driven and 
goal directed and include assessment and intervention. It is recommended 
that the dietitian work with the patient to devise long term goals (> 6 
months) and the desired outcomes from MNT (Appendix 6.3). Appendices
6.4 and 6.5 outline recommendations for first follow up and subsequent 
follow up visits. Ongoing follow up is arranged on an individual basis and is 
related to progress with the effectiveness of the management plan. 
Essential education topics are listed in Appendix 6.6. The tables and 
supporting descriptions in the document identify the expansive role of the 
dietitian in diabetes care and identify a logical process to provide care.
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Communication
The NPG recognized the dietitian as the nutrition expert within a health care 
team. The importance of two way communication between the dietitian and 
the medical practitioner and other team members was outlined. It was 
recommended that verbal communication be followed up by written 
correspondence. It was recommended that the dietitian provide 
documentation to the medical practitioner after each visit to minimise the 
provision of conflicting information to the patient.
The recommended content of the documentation was as follows:
• Short and long term goals
• Nutrition prescription
• Food/meal plan
• Education topics covered
• Patient acceptance & 
Understanding
• Anticipated compliance
Application
The use of the NPG was outlined as:
• Successful behaviour changes
• Additional skills and information 
required
• Additional recommendations for 
MNT
• Plans for ongoing care
• Anticipate and simplify routine management decisions
• Focus on specific actions and outcomes for Type 2 diabetes
• Provide a consistent framework, which can be individualized to each 
patient
• Integrate MNT into the total diabetes care package
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The structure of the three Guidelines differed, however there were 
similarities in content. The QBPG contained five sections, the NZSC six and 
the American eight. The sections are summarized in Table 12. Unless 
otherwise specified the discussion assumes adoption and adaptation of the
ANPG recommendations and document format.
\
In recommending the adoption and later adaptation of the ANPG 
consideration of (i) the roles and scope of practice of dietitians in America 
compared to Australia and (ii) the similarities and differences between the 
American and Australian health systems is required. The strengths of the 
ANPG are that they have been developed by similar process to that 
recommended by the NHMRC (1999) and have been tested in a RCT for 
outcome (64) and cost effectiveness (65). The transferability of these 
findings to the Australian context is outlined below.
The scope of practice for dietitians is the same between the two countries 
and dietitians work from similar settings as well (53, 95), so from this 
aspect the Guidelines are transferable. Most importantly Australian 
dietitians' current practice and views on best practice (Part 3) are in line 
with the content and recommendations of ANPG, so this increases the 
likelihood of adoption of the ANPG in Australia.
In America practitioners, including dietitians, who work solely in diabetes 
management have the opportunity to become certified diabetes educators 
(CDE). The scope of practice for CDE is broader than that of the dietitian 
and includes the discussion and adjustment of food, insulin or oral
4.4 Discussion - Recommendations for Content of Guidelines
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hypoglycaemic medication and teaching of insulin administration (95). In 
Australia some dietitians work in a similar capacity, however diabetes nurse 
educators, general practitioners or endocrinologists could undertake the role 
of CDE in Australia.
The RCT dietitians (64, 65) were also CDE, so potentially provided broader 
interventions than those provided in usual practice by Australian dietitians. 
The referral to appropriate members of the diabetes health care team would 
address this difference and it should be noted that participants were 
accessing usual care from other diabetes practitioners during the trial 
period. A team approach to diabetes was still being promoted during the 
trial. Participants receiving guidelines treatment had their medication 
altered at the recommendation of the dietitian instead of other 
practitioners. The cost effectiveness of the interventions in the RCT (65) 
concentrated on the difference in level of nutrition care, so this focused on 
the work of dietitians only, so this aspect is also transferable.
The health system in Australia is funded differently to the American system 
and in this discussion the comparison will be limited to people with diabetes 
access to dietitians. In Australia people with diabetes can access dietitians 
free of charge in the hospital and community based public health services 
(1). People with private health insurance may access a private dietitian and 
contribute a small additional payment, dependent upon their level of 
insurance.
In America everyone requires health insurance to access health services. 
There are three tiers of health funding/insurance. Medicaid® is a fully 
subsidized government scheme for people from low socioeconomic groups
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to access free public health care and Medicare® is a part subsidized scheme 
for people who are 65 years of age or older or have a disability. Diabetes 
care is also part subsidized in the Medicare® scheme, including MNT. The 
remainder of health insurance is private and covers people for "a user pays" 
health service (96). It is common practice for dietitians to charge patients 
for their services, even if a dietitian is employed in a public hospital.
Whilst the funding of health services is different between the two countries, 
both countries have national strategies to reduce the prevalence and 
complications of Type 2 diabetes and provide similar health services for 
people with diabetes (1, 96). This similarity also supports the transferability 
of the ANPG to the Australian health setting.
The following discussion identifies similarities and differences between the 
QBPG, NZSC and ANPG and recommendations for inclusion in the Australian 
DPGD. Both the QBPC and ANPG provided an introductory section that set 
the scene for the background and purpose for development of the 
Guidelines. This is valuable section for inclusion, as it provides background 
information as to the scope and purpose of the DPGD and the content. The 
QBPG were the only ones that identified the qualifications of dietitians. The 
QBPG and ANPG provided definitions of practice guidelines and outlined 
referral criteria for the dietitian, but the NZSC did not. The QBPG and ANPG 
also discussed the application of guidelines to practice.
It is recommended that the Australian DPGD include an introductory section 
and a section outlining the qualifications and training of dietitians.
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Table 12 Comparison of Guidelines Content
Section Queensland New Zealand America
Introduction Acknowledgements 
Aims of dietetics, 
Dietetic process, 
Purpose of 
nutrition intervention
Rationale, RCT 
Outcomes,
Scope, Diabetes 
Management goals
Qualification Eligible for DAA 
membership
Standard of 
Professional 
Practice
Role of practice 
guidelines
Definition of NPG - 
outlines role
Referrals Reason for referral, 
Referral to group or 
individual consults, 
Referral priority
Indication for use of 
guidelines
Goals Nutrition, Diabetes 
Wellbeing, Metabolic 
indices, Weight, 
Lifestyle
Nutrition, BGL, 
lipids,
Diabetes, weight
Metabolic control 
Minimise
complications of 
diabetes
Outcomes BGL, Lipids, BP, 
weight, exercise
BGL, BP, Lipids,
Nutrition,
ongoing
Performance
indicators
BGL, lipids, BP, 
weight,
Eating patterns, 
exercise
Level of Care Length, timing & 
Frequency of visits
Follow up 
encouraged, not 
specified
Length, timing, 
frequency of visits, 
NPG & basic care, 
Content of visits
Use of 
Guidelines
Application to practice 
for dietetic process
Application to 
practice
Flexible
Competencies
Role of other health 
professionals in 
nutrition
Levels of 
Evidence
Supporting
information
Assessment Role & Assessment 
data
Standard & 
dietetic & data 
assessment
Minimum referral 
data
Assessment data
Intervention Separated for 
nutrition,
psychosocial & 
exercise
Treatment 
guidelines 
Education topics
Education topics
Communication With health 
professionals
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Goals or objectives were included in all Guidelines. The Guidelines included 
goals for metabolic control and minimising the complications of diabetes. 
The QBPG and NZSC included goals for general nutrition and weight 
management too. Outcomes categories for nutritional management were 
the same for all Guidelines, glycaemic control, blood lipids, blood pressure, 
weight and exercise. In addition to these categories, the NZSC and ANPG 
included outcome measures for nutrition and eating patterns respectively.
The consistency of these sections in the three Guidelines supports their 
inclusion in Australia DPGD. Goals and objectives of care have been 
identified as essential components of care by Australian dietitians (53) and 
in this current research (Part 3).
It is recommended that Australian DPGD include goals and objectives for 
nutrition management.
The level of care was specified in the QBPG and ANPG, including length, 
timing and frequency of visits to the dietitian. In addition the ANPG outlined 
NPG and basic levels of care and the assessment and intervention content 
for visits. The NZSC encouraged follow up but did not describe the schedule 
of visits.
Based on knowledge of the dietetic process, assessment, 
education/intervention, goal setting and monitoring of outcomes it is 
recommended that people with diabetes have more than one visit with the 
dietitian. Part 3 of this thesis also supports this approach to care. It is 
reasonable to describe the minimal level of care, number of visits, required 
to address basic information and goal setting for management and follow up
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of progress. As previously discussed, the ANPG have been tested and 
appear transferable to the Australian health service setting.
It is recommended that Australian DPGD include recommendations on level 
of care. These recommendations will be based on available evidence and 
consensus. In the interim, the ANPG recommendations for follow up could 
be adopted.
Two sections that were unique to the QBPG were the flexible competencies 
and supporting information. Recommendations for the literature review and 
development of recommendations were discussed in Part 2. The QBPG 
flexible competencies identified tasks that could be undertaken by other 
health professionals, outlining the responsibilities of health professionals in 
diabetes management. Tasks that were identified as "dietitian only" were 
dietetic assessment, prescription of individualized diets, goal development 
based on the nutritional assessment and review of ongoing self-dietary 
management.
Flexible competencies may be appropriate for the Australian DPGD. 
Dietitians have expressed the need to identify the roles of each member of 
the diabetes care team (Part 3). The QBPG provide a benchmark for flexible 
competencies. A multidisciplinary panel in consultation with relevant health 
professionals, dietitians, diabetes educators, medical practitioners, 
counselors and exercise physiologists should make this decision. The 
inclusion of flexible competencies may increase the adaptability of DPGD in 
different settings with different levels of health resources e.g. sole dietitian 
compared to a dietitian working in a multidisciplinary diabetes team.
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It is recommended that a multidisciplinary panel overseeing the adaptation 
of the ANPG consider the inclusion of flexible competencies in Australian 
DPGD. These could be based on those outlined in the QBPG and findings 
from the new Australian diabetes guidelines.
All Guidelines included assessment, education/intervention, goal setting and 
follow up as the recommended dietetic process. The NZSC and ANPG 
integrated the elements of assessment and intervention, where as the QBPG 
separated nutrition/anthropometry, psychosocial and physical activity 
assessment and intervention components. The NZSC and ANPG provided a 
list of essential education topics, where as the QPBG integrated the topics in 
the intervention components. The overseeing panel in consultation with 
relevant health professionals, especially dietitians, should decide upon the 
format for Australian DPGD.
It is recommended that format for the Australian DPGD be decided upon by 
the overseeing panel, in consultation with dietitians and other relevant 
health professionals.
The ANPG recommended the dietitian communicate with other health 
professionals in the diabetes care team. The form of communication 
recommended was verbal, followed by documentation of nutritional care 
plans, goals and progress. Communication with other health professionals in 
regards to nutrition management plans is an essential part of dietetic 
competency in clinical practice and should be included in DPGD (97).
The Australian DPGD should include a section on communication with other 
relevant health professionals, as identified in the ANPG.
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The recommendations for assessment, management goals, education/ 
intervention and follow up were compared to ascertain similarities and 
differences between the Guidelines. The recommendations are in Tablel3, 
pp 105-107.
Assessment
All of the Guidelines recommended a thorough assessment as part of best 
practice. The elements of assessment were identified as anthropometry, 
biochemistry (other relevant tests), diet history, clinical history (including 
medications), psychosocial and physical activity. The purpose of the dietary 
assessment in all Guidelines was the same. The QBPG suggested that in 
addition to the interview (diet history) records could be used to ascertain 
food intake. The role and scope of each element of assessment were 
similar.
Within the anthropometry element, the ANPG did not recommend waist 
circumference or calculation of BMI, where as the QBPG and NZSC ones did. 
The ANPG and QBPG recommended taking a weight history and the NZSC 
did not specify weight history as part of the assessment. In addition, the 
QBPG suggested for women a history of weight gain in pregnancy be 
discussed.
The lack of consistency in the Guidelines highlights variation in practice in 
regards to anthropometric assessment. Evidence suggests that assessment 
include weight history and measures for weight, height and waist. These 
assessments are routinely undertaken in the dietary trial setting.
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All of the Guidelines recommended a medical history be undertaken. The 
QBPG included family history and the ANPG included the physician's goals 
for management. The ANPG provided recommendations for what 
information is forwarded by referring practitioner, to assist the dietitian's 
management input.
The NZSC and ANPG recommended an assessment of exercise limitations, 
where as the ANPG and QBPG were more thorough in assessing duration 
and frequency of physical activity patterns. The ANPG also recommended 
the dietitian calculate an estimate of energy expenditure.
Recommendations for biochemistry and psychosocial assessment were the 
same. The QBPG indicated that assessments, other than the dietary 
assessment, were flexible competencies and could be undertaken by other 
health professionals trained in diabetes management.
It is recommended that all elements of assessment, outlined in the QBPG, 
NZSC, ANPG, for anthropometry, biochemistry and other tests, diet history, 
clinical history and medications, psychosocial and exercise be included in 
the Australia DPGD.
It is recommended that the dietitian's role in exercise assessment be 
clarified and defined.
Goals
Management goals and objectives for the nutrition management of diabetes 
were similar. The terminology of goals and objectives were used 
interchangeably and will be referred to as goals. Goals were listed for
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anthropometry, metabolic control, diet, physical activity and client well 
being.
All Guidelines recommended the achievement and maintenance of a 
reasonable body weight. The NZSC and ANPG suggested a rate of weight 
reduction, 0.2 - 0.5 kg/week and the QBPG specified BMI and waist 
measures to suggest weight reduction is desirable. The QBPG recommended 
a percentage 5-10% weight and waist reduction. As in assessment a 
variation of practice recommendations in regards to weight management 
has been identified. This variation is evident in practice also, as outlined in 
Part 3 (pages 125-126, 190-193). The Australian DPGD need to provide 
recommendations regarding appropriate options for goal setting, which are 
selected at the dietitians' discretion.
It is recommended that the Australian DPGD include recommendations for 
weight management goals that are based on evidence. In the absence of 
evidence these recommendations would be developed by expert consensus 
and consideration of patient expectations.
Goals for metabolic control were the same for each Guideline. Dietetic goals 
were similar, however the QBPG and NZSC referred to achievement of 
optimal nutritional status and the ANPG referred to recommended eating 
patterns and appropriate food choices. The end point for all Guidelines was 
the same.
The overarching goal for physical activity in each of the Guidelines was to 
encourage and gradually increase the level of physical activity. Goals for 
physical activity were less specific compared to other types of management 
goals. Recommendations for goals setting for exercise/physical activity
Sallyanne Knights, Part 2 Audit of Practice Guidelines 99
should refer to research. Research suggests that targets for increasing 
levels of exercise/physical activity are effective. All Guidelines promoted self 
management of all aspects of diabetes management.
It is recommended that the Australian DPGD include recommendations on 
exercise/physical activity goal setting that are evidence based and within 
the scope of practice of dietitians.
The QBPG recommended that dietitian establish dietetic and anthropometric 
goals, however goals for other aspects of diabetes management could be 
undertaken by other suitably skill health practitioners.
T reatment/intervention
Treatment/intervention was included in all Guidelines. The elements for 
treatment/intervention were identified as diet, education, medications, 
physical activity and schedules for follow up visits. The recommended 
interventions stated in the Guidelines, for each element, were similar but 
the level of detail and/or specificity differed. All of the Guidelines 
recommended that the interventions be individualized, based on the 
assessment information collated. They all promoted self management.
The presentations of the recommendations for interventions were different 
for each of the Guidelines as outlined in the appendices, QBPG (Appendix
4.5 -  4.7), NZSC (Appendix 5.1, 5.2, 5.4) the ANPG (Appendices 6.2-6.6). 
As recommended the format of the Australian DPGD can be adapted to suit 
dietitians and other health professionals implementing them.
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The QBPG recommended that the dietetic intervention be based on six key 
assessments (Table 13), including body weight, nutritional adequacy, 
metabolic control and other medical conditions. The NZSC were the most 
descriptive of the three Guidelines in regards to the dietetic prescription. 
They provided recommendations for percentage macronutrient intake and 
energy deficit required for weight reduction. The format of the ANPG 
encouraged the dietitian to make clinical decisions based on the assessment 
data and provided a recommended energy deficit for weight reduction.
Ideally recommendations related to dietetic interventions would provide 
nutrient prescriptions (macronutrient composition) for people presenting 
with different metabolic profiles. This information would provide information 
to support clinical decision making. In addition to this the dietitian would 
need to consider the individual's cultural and social background and 
progress with the prescribed diet.
It is recommended that the Australian DPGD include information on 
appropriate nutrient prescriptions to support dietitians in clinical decision 
making.
All of the Guidelines provided lists of education topics. The education topics 
listed were the same and it was recommended that the dietitian choose 
appropriately from the list. The order of education is at the dietitian's 
discretion. All of the Guidelines recommended that diabetes medication be 
discussed along with the recognition and treatment of hypoglycaemia for 
relevant medications. The recommendations for the physical activity 
intervention were less detailed. All the Guidelines suggested the 
establishment of individualized goals. In addition the QBPG encouraged
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specialized assessments for people with medical limitation and also pre 
exercise instruction for people at risk of hypoglycaemia.
The QBPG recommended that suitably skilled diabetes practitioners 
undertake interventions, other than the dietetic intervention and follow up 
which was to be provided by the dietitian.
Outcomes
All of the Guidelines specified outcome assessments for dietetics, 
anthropometry, biochemistry and physical activity. The assessment of 
progress with dietetic interventions was the same in each Guideline. The 
recommended monitoring approach was based on food selection and meal 
planning. Specific recommendations regarding the use of diet history, food 
record, calculation of energy & macronutrients as part of the monitoring 
process were not included. Valid and reliable dietary assessment tools are 
required to ascertain adherence with the diet.
It is recommended that valid and reliable dietary assessment tools be 
referenced in the Australian DPGD.
Assessment of progress with anthropometric goals was related to 
percentage waist or weight reduction for the QBPG and rate and amount of 
weight reduction for the NZSC and ANPG. These recommendations were in 
line with the goals for weight management.
Targets were provided for glycaemic and lipid control and blood pressure. 
The New Zealand and American targets were the same, as the NZSC
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adopted the American targets. The Queensland targets were different to the 
other Guidelines; refer to table 13 page 93. Standard targets for diabetes 
management in Australia will be produced in the NHMRC Guidelines for Type 
2 Diabetes (7).
The monitoring of outcomes for physical activity was based on individual 
goals. The QBPG were the most specific in regards to establishing a longer- 
term target of 30 minutes of accumulated physical activity on most days of 
the week.
As with other areas of the diabetes management, the QBPG allocated 
flexible competencies to elements of outcome monitoring. The 
anthropometric and dietetic monitoring were specified as dietetic tasks to 
be undertaken by dietitians.
All of the Guidelines recommended follow up visits. The NZSC were the least 
specific in terms of the follow up schedule and appointment length. The 
appointment times and spacing were specified (Table 12). Ongoing review 
at 6-12 months was also encouraged.
In addition to the changes to the ANPG that have been suggested it will be 
important to attend to gaps in evidence. This will provide future research 
opportunities to advance dietetic practice. Gaps in evidence identified in the 
course of this research are tabled in Part 4.
It is recommended that to support dietetic research that a collaborative 
approach between professional bodies and universities be developed to 
further dietetic research. Consideration of the establishment of an 
Australian Centre for Dietetic Research and Practice is warranted.
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4.5 Summary
The adaptation of the ANPG as outlined provides up to date evidence based 
DPGD for Australian dietitians. In addition to the adoption of the ANPG, the 
current practice and views on best practice of Australian dietitians requires 
consideration; Part 3 of the thesis describes these. Part 3 also identifies the 
similarities and differences between dietitians' responses and the content of 
the Guidelines. The recommendations for the content of the Australian 
DPGD in Part 4 are derived from the literature review and the results of the 
Guidelines audit and interviews with dietitians.
It is recommended that the content o f the Australian DPGD be based on the 
ANPG and include:
• An introductory section outlining the guideline development process and 
qualifications of dietitians
• Goals and objectives for nutrition management of Type 2 diabetes
• Recommendations for nutritional, anthropometric and metabolic targets
• All elements of assessment identified in the QBPG, NZSC and ANPG
• Recommendations for appropriate nutritional assessment tools
• Recommendations for level of care
• Flexible competencies as in the QBPG and appropriate communication 
between practitioners
• Clarification and definition of the dietitian's role in exercise assessment 
and intervention
• Reference to Australian dietitians' current practice and views on best 
practice (Part 3)
It will be the role of the overseeing group to assess whether the updating of 
the ANPG changes the recommendations to the extent where testing of the 
guidelines will be required.
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Table 13 Comparison of Guidelines Recommendations
Nutritional
Assessment
Queensland Best Practice Guidelines New Zealand Standards of Care American Nutrition Practice Guidelines
Anthropometry Weight, height, BMI, waist, waist/hip ratio, 
weight history, weight gain in pregnancy
Weight, height, BMI, waist circumference, 
waist /hip ratio
Weight, height, weight history, recent 
weight changes, weight goals
Biochemical HbAlc, serum lipids, triglycerides, other Relevant HbAlc, BGL, lipids, TG, BP, micro 
albumin
Diet History Interview &/or records Interview Interview
Clinical Diabetes, medical & family history Diabetes & medical history Diabetes, medical & physicians goals
Psychosocial Food, culture/religion, financial & personal 
considerations
Food, culture/religion, financial & personal 
considerations
Food, culture/religion, financial & 
personal considerations
Physical Activity Type, duration & frequency of activity Level, type, limitations Type, frequency, estimate EE, limitations
Other Knowledge, skills, Attitude & motivation Knowledge, skills, Attitude & motivation Knowledge, skills, Attitude & motivation
Management & Objectives 
Goals
Anthropometric Achieve & maintain body fat loss in people 
with BMI >27 kg/m2, waist (male) > 102 
cm & female > 88cm
Attain and maintain a reasonable body 
weight in consultation with the client. 
Realistic weight loss goals 0.2 - 0.5 kg/wk.
Determine reasonable body weight, 0.2 
- 0.5 kg reduction/weeks
Metabolic Minimise the risk of short term & long 
term complications
Contribute towards optimal metabolic 
control, BGL, lipids & BP
Maintain optimal BGL 
Achieve optimal serum lipids 
Prevent/ treat complications
Achieve & maintain improved metabolic 
control - BGL, lipids, BP 
Prevent associated complications
Dietetic Achieve & maintain optimal nutritional 
status
Achieve optimal nutritional status through 
eating a wide variety of food
Include regular snacks & meals, 
appropriate food choices & amounts
Physical Activity Incorporate physical activity into therapy 
for weight loss, weight maintenance & 
glycaemic control
Activity should be encouraged. Set type, 
frequency and duration goals that meet the 
individual's abilities and needs.
Gradual increase in exercise 
Exercise maintained
Other Promote optimal client well being 
Promote Self Management
Promote Self Management Promote Self Management
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Table 13 Comparison of Guidelines Recommendations
Treatment/
Intervention
Queensland Best Practice Guidelines New Zealand Standards of Care American Nutrition Practice Guidelines
Dietetics Establish dietary goals & objectives based 
on:
Energy intake to achieve weight reduction, 
maintenance and micronutrient adequacy 
Proportion macronutrient intake 
Carbohydrate (type, quantity, distribution, 
GI)
Type of dietary fat 
Metabolic & other targets 
Concurrent medical conditions
Fat - Ratios dependent upon desired 
metabolic & weight outcomes, < 10% total 
energy from SFA & TFA, < 10% total energy 
PUFA, 10-20% total energy MUFA, Total fat 
< 30% total energy if over weight 
Protein - 10-20% total energy 
Carbohydrate - Remaining % energy from 
carbohydrate, preference for non-starch 
polysaccharides with a low GI. Evenly 
distributed carbohydrate, small regular low 
fat meals. Sucrose up to 10% total energy 
Nutrition -  Wide variety of foods, 
supplements not usually required 
Weight - Estimate daily energy needs - for a 
loss reduce 250-500 kcal/day
Nutrition prescription based on 
assessment
To achieve weight reduction, reduce 
calorie intake 250-500 kcal/day
Education Topics listed in appendices 4.5-4.7 Topics to be discussed listed, Appendix 5.4 Topics to be discussed listed, Appendix 
6.6
Detailed visit outline, appendices 6.3-6.5
Medications Diabetes medication action - recognising & 
treating hypoglycaemia
Diabetes medication action - recognising & 
treating hypoglycaemia
Diabetes medication action - recognising 
& treating hypoglycaemia
Physical Activity Refer for detailed assessment as required, 
pre exercise instruction & set short & long 
term goals
Encourage physical activity - set goals for 
type, frequency & duration (individualized)
Encourage physical activity - set goals 
for type, frequency & duration 
(individualized)
Management
Plan
& Follow Up
Initial (1 hour) 1-2 weeks post referral 
1st F.U. (30 min) 2 weeks post initial 
Next F.U. (15-30 min) 2-4 week spacing 
Ongoing F.U. (15-30 min) 5-12 months
Initial
1st F.U. 2-4 weeks post initial
Further F.U. dependent upon outcome
targets
Pre Initial
Initial (60-90 min), 0-1 month post 
diagnosis
1st F.U. (30-45 min) 2 weeks post initial 
2nd F.U. (30-45 min) 2-4 weeks post 1st 
F.U.
(Basic Care 1-2 visits totalling 1-1.5 
hours) Ongoing F.U. 6-12 months
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Table 13 Comparison of Guidelines Recommendations
Outcome
Assessment
Queensland Best Practice Guidelines New Zealand Standards of Care American Nutrition Practice Guidelines
Dietetic Food/meal planning based on assessments Meal plan changes, selection, preparation & 
quantity
Meal plan changes
Macronutrient changes depended upon 
results
Anthropometric Reduction of 5-10% (total) of weight & 
waist
Total loss 2.5 - 9 kg. 
Weight gain to normal BMI
Short term - 4 - 6 weeks 1.5 - 3 kg 
Long Term - Maintain reduction of 2.5. - 
9.0 kg
Biochemistry Blood Glucose - Fasting 4-6.1 mmol/l 
Random 4-7.0 mmol/l, HbAlc <7.0% 
Blood Lipids - Total Choi < 4.5 mmol/l 
HDL Choi > 1.1 mmol/l,
LDL/HDL Ratio < 4.5
Blood Pressure - < 140/90 mmHg
Blood Glucose - Glycaemic control be 
reviewed; aiming for decrease of 10% or at 
the target goal Fasting BGL 4.4 - 6.7 mmol/l 
2 hr post prandial <7.8%, FlbAlc 
6.0% - 7.5%
Blood Lipids - Total Choi 3.0 - 5.0 mmol/l 
HDL Choi >1.0 mmol/l, LDL Choi <3.3 
mmol/l, Total: HDL Ratio<4.5, TG <2.0 
mmol/l
Blood Pressure - < 130/85 mmHg
Blood Glucose - Fasting 4.5 - 6.7 
mmol/l
2 hr post prandial 5.5 - 10 mmol/l, 
HbAlc 6 - 7.5%
Blood Lipids -  as per NZ 
Blood Pressure - < 130/85 mmHg
Physical Activity Initial - 30-45 minutes 3-4 times per week 
Long Term - Accumulation of at least 30 
minutes of moderate level activity on 
most, preferably all days of the week
An increase in time, intensity and duration 
as appropriate
Initial - 10-15 min, 3-4 times/week 
Exercise maintained
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Part 3 Interviews with Dietitians
1.0 Introduction
To determine current practice of dietitians in the area of Type 2 diabetes 
and also their views on best practice it was important to identify the key 
elements of work. Preliminary information on the components of work for 
dietitians in the management of diabetes was obtained from a workshop 
held at the national DAA conference in May 2000 (53). The components of 
practice identified at the workshop were nutritional assessment, education, 
establishment of management goals and objectives and monitoring of 
outcomes. To confirm and further explore the elements of dietetic practice 
in Type 2 diabetes interviews were held with diabetes dietitians. Ethics 
approval was obtained from the University of Wollongong Human Research 
Ethics Committee.
Theoretical Framework
The principles of ethnography were adopted for the methodology. 
Ethnography is a field of qualitative social science research, which aims to 
describe what people do in their daily lives and is sensitive to the location 
and context in which the research is conducted (98). Since diabetes 
dietitians work in a number of locations e.g. hospitals, community health 
centres, diabetes centres and private practice, this approach was 
appropriate. In keeping with this approach, in-depth interviews were 
applied to capture the dietitian's own descriptions of diabetes management. 
Qualitative social research is usually conducted with the aim of exhausting 
themes and can be achieved with a small sample (98).
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The theoretical framework informing both the questions asked and the 
analysis of responses was provided by ethnomethodology. This theoretical 
position assumes social order in all social settings, in this case amongst a 
particular set of practitioners within health services. Here, behaviour is 
defined by a set of rules, which may or may not be formally articulated. The 
researcher aims to identify and present a predefined perspective of the 
rules of behaviour through analysis of participant descriptions of every day 
practice and its consequences. Deviations from normal behaviour assist in 
identifying what counts as normal. This is identified by examining the 
consequences of not undertaking tasks or not completing tasks (98). 
Overall, the analysis aims to produce a description of dietetic diabetes 
practice and the underlying rules to this practice.
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2.0 Method
Sample
Purposive sampling, a method applied to other Australian dietetic practice 
reviews was used in this research (98). Purposive sampling implies a 
deliberate selection of informants based on knowledge of the range of 
contexts under study. Thus it uses a non probability frame and is often used 
to describe the political climate of an occupation (98), with the aim of 
gaining an understanding of a situation rather than providing a probability 
based hypothesis.
The sampling method was developed from the membership categories 
utilized by DAA (98). These categories were hospital, nursing homes, food 
service, community health, government departments, educational 
institutions, private practice and industry. For this particular study, 
representation was sought from clinical diabetes specific worksites. The 
following issues were considered in determining the work categories 
(contexts) and number of interviewees to be included in the study:
1. Diabetes Centres were a prime target as dietitians in this context 
work solely in clinical diabetes management.
2. Categories with limited numbers of dietitians or dietitians who have 
no involvement with clinical diabetes were excluded. These were 
nursing homes, food service, government departments, educational 
institutions and industry.
3. Three categories of hospitals were defined due to the different work 
context experienced in each, tertiary referral hospital, metropolitan 
and regional hospitals.
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Initially six contexts formed the basis of the sampling frame: diabetes 
centres, community health centres, private practice and tertiary, 
metropolitan and regional hospitals. Table 14 outlines the proposed 
sample. Hospitals were not graded for rural, metropolitan and tertiary as 
planned. During the recruitment phase it became apparent that hospital 
dietitians did not routinely have diabetes allocated as a major part of their 
work, so the importance of representing different hospital work place 
contexts was reduced.
The resulting four categories were diabetes centres, community health, 
hospital and private practice. The Australian Capital Territory (ACT) and 
New South Wales (NSW) were combined, as dietitians working in these two 
regions have similar professional networks and access the same continuing 
education opportunities, including membership to the NSW DAA Diabetes 
Special Interest Group.
Table 14 Proposed Sample
State/Territory Diabetes
Centre
Community
Health
Hospital Private
Practice
Total
ACT/NSW 1 1 3 1 6
South Australia 1 1 2
Tasmania 1 1 2
Northern Territory 1 1 2
Western Australia 1 1 2
Queensland 1 1 1 3
Victoria 1 1 1 3
Total 5 3 9 3 20
The DAA does not have a definition for a diabetes dietitian; hence it was 
necessary to define this role. A diabetes dietitian was defined as a dietitian 
working > 50% of their patient management time in Type 2 diabetes. It was 
deemed necessary to interview diabetes dietitians, as they would have more 
experience and skills working in the area than generalist clinical dietitians.
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The DAA does not collect data on dietitian's main area of clinical expertise 
so it was necessary to recruit dietitians from Diabetes Special Interest 
Groups (DSIG) and in states and territories where DSIG did not exist, via 
the Branch Executive.
The number of dietitians and work place contexts per state or territory was 
estimated from membership data (99). The role of DSIG is to provide and 
support education opportunities for dietitians who work in diabetes, so 
would have a significant representation of diabetes dietitians. They exist in 
Victoria, NSW, Queensland (Qld), South Australia (SA) and Western 
Australia (WA). Branch Executive members assist the work of the national 
organization, DAA, by providing representation within their state or territory 
and they have effective networks with their members.
State representatives were identified as the Chairperson of the DSIG in 
Victoria, NSW, Queensland, SA and WA and the Secretary of Branch 
Executives in Tasmania, ACT and Northern Territory (NT). These dietitians 
initiated the recruitment process, which occurred in four stages. Stage one 
involved the State Representatives contacting diabetes dietitians. A 
recruitment protocol (Appendix 7) was distributed to the State 
Representatives to follow and they were encouraged to contact the 
researcher if they required clarification of the protocol. Two representatives 
did so.
In stage two of recruitment the interested diabetes dietitians contacted the 
researcher. The researcher was blinded to who was nominated initially and 
the State Representatives were blinded to who chose to participate. The 
diabetes dietitians who contacted the researcher were forwarded an official
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invitation to participate in the study, the information sheet, the consent 
form and the form to decline participation (Appendix 8). Fifteen dietitians 
were recruited by these two stages.
Stage three involved the researcher contacting the representatives in three 
states and requesting them to contact additional diabetes dietitians in their 
states. This did not increase the participation numbers. Stage four involved 
the researcher contacting Diabetes Australia (DA) dietitians in the three 
states for their list of diabetes dietitians to whom they refer consumer 
enquiries. In two states this involved obtaining names of private dietitians 
and in the other state a complete contact list was obtained. The researcher 
then contacted two dietitians within each state who worked in the required 
contexts to meet the sampling framework. Five dietitians responded and 
were recruited to the study.
The interviews were conducted by telephone during May 2001 - August 
2001. A sample size of 20 was deemed adequate to identify and exhaust 
common themes in diabetes management activities covering the range of 
work place contexts. The sample represents 17% of diabetes dietitians who 
are members of DAA DSIG. As already discussed DAA does not have a 
national register of diabetes dietitians.
Interview Questions
The interview questions (Table 15) were directed at obtaining descriptions 
about the routine activities undertaken by diabetes dietitians in the clinical 
management of Type 2 diabetes.
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As can be seen in Table 15, dietitians were asked to identify the key 
elements of their practice, why it was included as part of their normal work, 
the consequences of not completing or not undertaking the activity and 
whether they were always able to complete the activity. Questions 2. - 4. 
were repeated for each core activity identified by the interviewee. 
Participants were then asked how they would like to see their practice 
develop in the future and why. Finally they were asked what they 
considered best practice to be in the dietetic management of Type 2 
diabetes.
Table 15 Interview Questions____________________________________
1. Please describe for me what you consider to be the key elements of your work
in Type 2 diabetes management? You might want to describe what you do in a 
typical day or week, indicating what you consider to be core activities.
2. Why is this activity a part of your normal work?
3. What happens if you don't do, or complete this activity?
4. Are you always able to undertake this activity as part of your normal work? If 
not, why?
5. How would you like to see your practice in Type 2 diabetes develop in the 
future? Why?
5. What would you consider best practice for a dietitian in Type 2 diabetes? Why?
The interviews were semi structured and the interview questions were used 
to guide the interview. Prompts for question one were used to identify all 
tasks undertaken by the dietitian (Appendix 9). Initially dietitians were 
provided two opportunities to add additional activities and were asked, "Is 
there anything else". Following the two prompts, participants were asked to 
comment about activities not previously discussed. The four main activities 
for dietetic practice, nutritional assessment, goal setting, education/ 
treatment and outcome assessment were identified at the diabetes
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workshop (53) and these were used to prompt further comments. The use 
of further questioning was based on the interviewer's intuition and 
discretion. Care was taken not to ask leading questions.
At the end of the interviews dietitians were thanked for their participation 
and were invited to add further comments or ask questions about the 
research project. All interviews were undertaken on a speakerphone and 
recorded on a Dictaphone mini audiocassette. All interviews were numbered 
to protect the confidentiality of the participant. The cassettes, notes and 
type transcripts were coded and stored in a secure place only accessible to 
the researcher.
The primary researcher (Sallyanne Knights) reviewed the typed transcripts 
and by listening to the tapes and referring to notes, kept during the 
interview, completed gaps in the interviews. Due to poor recording quality 
three interviews were not typed, so only notes were referred to. The notes 
from three interviews and typed transcripts from seventeen interviews 
constituted the raw data for analysis. The primary researcher read through 
the notes and transcripts for the 20 interviews and secondary researcher 
(Linda Tapsell) read a sub sample of three transcripts representing different 
work place contexts. Both researchers noted their findings for themes in 
interviewee responses independently.
The researchers discussed the analytic categories. The categories were 
identified as core activities, decision making processes, processes for 
undertaking the activities and themes on future directions and best practice. 
These categories were used to undertake the analysis of the interviews by 
the primary researcher and are discussed in the results section. The themes
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chosen were directly related to clinical dietetic practice assessment, 
education/intervention, goal setting and the monitoring of outcomes, within 
the outpatient/community setting. One interviewee worked solely as an 
inpatient dietitian, so only practice relevant to the outpatient/community 
setting has been reported from this interview.
All comments related to the themes were accounted for. Quotations from 
interviews were representative of main themes discussed by interviewees. 
Due to time constraints not all themes were analysed. Those excluded 
related to chronic disease management, behaviour/change management 
and the process used to establish goals. Themes developed were 
assessment, education/intervention, goal setting and monitoring outcomes.
The primary researcher cross checked the analysis. Thematic categories 
were colour coded in the notes and transcripts with highlighter pens. The 
highlighted text was collated by hand and summarized on spreadsheets. 
The accuracy of the spreadsheet was checked against the highlighted text 
and compiled notes. All interviews were analysed and summarized under 
headings, core activity headings, future directions and best practice. The 
processes for decision making and undertaking activities were discussed 
under relevant core activities.
The results and discussion have been presented together. These are 
organized under each theme and are presented in a sequential manner, 
beginning first with theoretical significance and relevance of the theme, 
followed by interviewee accounts and then the researchers interpretation 
drawing on a theory of a rule based on social order in healthcare practice.
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3.0 Results
3.1 Informants
Twenty dietitians were recruited to participate in the study. Six dietitians 
were recruited from NSW/ACT, three from Victoria, four from Queensland, 
two from Tasmania, two from SA, two from WA and one from NT. The 
average length of employment as a dietitian was eleven years (1.5 - 30 
years) and time spent working in diabetes was seven years (1.5 - 20 
years). Thirteen dietitians were members of DSIG and fourteen (70%) were 
Accredited Practising Dietitians. Table 16 outlines the proposed and 
achieved sample. The figures in brackets indicate the achieved sample.
Table 16 Recruited Sample
State/Territory Diabetes
Centre
Community
Health
Hospital Private
Practice
Total
ACT/NSW 1 (4) 1 3 (1) 1 (1) 6 (6)
South Australia 1 (i) 1 (1) 2 (2)
Tasmania 1 (2) 1 2 (2)
Northern Territory 1 1 (1) 2(1)
Western Australia (i) 1 1 (1) 2 (2)
Queensland 1 (1) (1) 1 1 (2) 3 (4)
Victoria 1 (1) 1 (1) 1 (1) 3 (3)
Total 5 (9) 3 (3) 9 (4) 3 (4) 20 (20)
Eight dietitians worked in Diabetes Centres, one a Diabetes Service, three in 
community health centres, four in private practice, one hospital inpatients 
and three hospital outpatients. Where dietitians undertook more than one 
role e.g. hospital inpatients, hospital outpatients and diabetes centre, the 
major role has been listed as the place of work. Of the eight dietitians 
working in diabetes centres, five also undertook hospital work in either the 
inpatient or outpatient setting. One of the private dietitians also provided
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inpatient education at a private hospital. One of the hospital dietitians had a 
half time private practice.
Table 17 Dietitians Work Characteristics
Work Characteristic Average
(Hours)
Range
(Hours)
Average (%) Range (%)
Hours of dietetic work 34 16 - 40
Direct Patient Care 28 12 -  40 81 30 - 100
Diabetes Patient Care 22 6 - 3 5 82 15 - 100
Type 2 Diabetes Care 18 5 - 3 5 67 13 - 100
Five dietitians had less than 50% of their patient management time 
allocated to Type 2 diabetes (Table 17). Three of these dietitians worked in 
private practice, one was a hospital inpatient dietitian and one was a 
diabetes dietitian who divided her time equally between type 1, Type 2 and 
Gestational Diabetes. The average time allocated to Type 2 diabetes care 
was 67%.
Non patient care related diabetes activities undertaken by dietitians 
included resource development, development policies and procedures, 
projects (research, quality), health promotion (display, community talks), 
food service, self professional development, training of other health 
professionals and management of staff. These roles are not discussed, as 
the focus on this thesis was on clinical practice.
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3.2 Core Activities of Dietetic Management
The key elements of dietitians' work were determined by the answers to the 
question 'Please describe for me what you consider to be the key elements 
of your work in Type 2 diabetes management?' In some interviews this 
question needed to be clarified, 'You might want to describe what you do in 
a typical day or week indicating what you consider to be core activities/ 
Dietitians described their elements of practice for Type 2 diabetes, within a 
defined process. The process included assessment; education, goal setting 
and the monitoring of outcomes and will be referred to as the Dietetic 
Process.
In support of these findings, Peterson & Maryniuk (1996) recommended 
that MNT involve:
1. Assessment of metabolic and lifestyle factors to define nutrition goals.
2. Developing a treatment plan to achieve goals.
3. Evaluating outcomes.
4. Adjusting treatment, as required to achieve goals (70)
Future practice directions for diabetes dietitians were identified from the 
responses to the question, 'How would you like to see your practice in Type 
2 diabetes develop in the future? Why?' Dietitians reported four areas for 
future practice development, Professional Development, Service Delivery, 
Educational Approach and Monitoring of Outcomes. Dietitians' responses to 
questions related to future practice have been incorporated as relevant into 
sections on best practice, monitoring of outcomes and 
education/intervention. Dietitians' views on best practice have been 
reported and discussed in section 3.7. Dietitians interviewed are referred to 
as interviewees in the results and discussion.
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3.3 Assessment
3.3.1 Theoretical Significance
It was not surprising that assessment was identified as an element of 
normal dietetic practice in the management of Type 2 diabetes. Assessment 
is one of the competency standards for dietitians (97, 98) and is the initial 
stage of clinical management for most health professionals. Competency 
standards have been defined as "statements describing the ability to 
perform the activities required by a profession or occupation to the level 
expected in the workplace"(98). Competency in the assessment standard 
for dietitians is outlined as "collects, organizes and assesses data e.g. 
interview data, relevant results and anthropometry relating to the 
nutritional status of individuals and groups"(97). This process informs the 
treatment plan, including the nutrition prescription (70).
Assessment is also required to monitor the effectiveness of an 
intervention(s). Arnold et al (1996) reported on the perceived dietary 
changes and changes indicated in 4-day food records for an 18-month 
period in older people with diabetes (80). This research identified that self 
reported perceived dietary changes were different to the estimates 
calculated from the food record. Pearson et al (1996) and Koehler (1995) 
came up with similar recommendations after conducting an audit of dietary 
intakes for people with diabetes (81, 82).
A recent study on the beliefs and perspectives of adults with Type 2 
diabetes in regards to dietary requirements, food selection and self 
management informs dietitians of further factors warranting assessment
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(98). This qualitative study involved 45 self selected adults who had had 
Type 2 diabetes for > 1 year. Eating and weight history were identified as 
one of the five factors influencing eating behaviours; in particular history of 
overweight, fad dieting, omission of breakfast, erratic and emotional eating 
and the consumption of large quantities of food at the one time. Results of 
this study also suggest that the review of the client's knowledge of dietary 
principles is also important, in particular choice of foods containing CHO, 
modifying dietary fat intake, achieving a nutritionally balanced approach to 
eating and the requirement of regular meals. (100)
Understanding a patient's desire to be involved in diabetes management is 
also important in regards to formulating a management plan (101). In 
understanding barriers to diabetes management, the question "What is the 
toughest part of diabetes self management for you?" helps a practitioner to 
understand the patient's perspective of their diabetes (101). Research has 
identified challenges to adherence as avoidance of favourite foods, weight 
management, eating restraint and departure from their new eating routine. 
Mediators have been identified as social and spouse support, time 
management skills and self efficacy (100).
Assessment of the individual's stage of change is also recommended. Stage 
of dietary change is a strong predictor of future dietary change (102-104). 
The Stages of Change Model suggests that people move through three 
stages of readiness to change, pre contemplation (not considering change), 
contemplation (motivated to change) and action (making the change). This 
model promotes the matching of interventions with stages of change. The 
traditional intervention model assumes immediate behaviour change (105). .
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Stages of change assessments included self reporting of ratings of dietary 
behaviours, duration of behaviours and intention to change.
The collection of dietary information plays a critical role in the study of 
dietary habits and the link between dietary intake and disease. The 
dietitian's expertise in a health assessment is the dietary assessment. This 
assessment includes the investigation of usual eating patterns focusing on 
nutrients that impact on the clinical and metabolic state, general nutritional 
adequacy, drug nutrient interactions and whether a dietary intervention 
would improve management. Tools frequently used for dietary assessment 
are diet history interviews (DH) (106), 24 hour recall, food frequency 
questionnaires (FFQ) and weighed (WFR) and measured food records (FR) 
(106). Characteristics of these dietary assessments are tabled below.
Table 18 Dietary Assessment Tools
Characteristic Diet History (DH) 24 Hour Recall Food Frequency 
Questionnaire
Food Record 
(FR)
Formats In depth
interview, followed 
by check list & 3 
day FR. (106)
Open ended 
Interviews (106) 
Self administered 
Questionnaires 
(106)
Interview 
(106-108) 
Multiple pass 
24 hour recall 
(108)
Self
administered
Questionnaire
(107)
Open format for 
recording 
Accompanied by 
instructions for 
recording.
Time
Interview 60 - 90 
minutes (106)
Interview 30 - 
60 minutes 
(107)
Depends on 
length of the 
questionnaire 
(107)
Weighing, 
measuring & 
recording time 
(107)
Strengths Representative of 
usual intake (107)
Short term 
memory recall 
(107)
Representative 
of usual intake 
(107)
Representative 
of current intake 
(107)
Weaknesses Longer term 
Memory (107) 
Time consuming 
(107)
Dependent upon 
interviewer skill 
(107)
Represents 
one day of 
intake 
Under 
estimates 
Snack foods 
(for women)
Good literacy 
levels required 
(107) Need to be 
culturally specific 
(107)
Long term 
Memory (107)
High respondent 
burden (107) 
Prompts a 
change in eating 
habits, less 
representative of 
usual intake 
(107)
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Reproducibility and validity of dietary assessment tools are important 
considerations in choosing an assessment method, especially in the 
research setting. Reproducibility (reliability) is a measure of whether an 
instrument is able to produce the same estimate on more than one 
occasion, assuming nothing has changed. Reproducibility does not assess 
whether a tool is producing the correct answer, only if it is the same answer 
(109,110).
Validity (precision) assesses whether the tool measures what it intends to 
measure. Usual consumption requires the assessment of a longer period of 
time, of at least one month (109). Since no gold standard exists for dietary 
assessment, investigators must turn to relative or criterion validity, defined 
as the comparison of a new instrument with another which has a greater 
degree of demonstrated or face validity" (109). For the purpose of 
validating questionnaires that assess an individual's usual intake, the FR, is 
considered to be the "gold standard" or reference (111).
In the clinical setting the dietitian aims to assess usual dietary intake with 
minimal respondent burden. A review of fourteen practical nutrition 
assessments for primary care settings indicates that there are some brief 
instruments that perform well for validity and reliability against detailed 
dietary assessment tools (104). Reliability coefficients in the range of 0.67 -
0.91 were available for four measures indicating fair to good stability over 
time. Validity coefficients for total dietary fat were 0.3 - 0.8 and for SFA
0.48 - 0.8. The average for other dietary factors were 0.52 - 0.59. No 
validity data was provided for fruits, vegetables, salt and caffeine (104). 
The authors concluded that the intention of these measures was not to 
assess the diet as a whole but to assess specific aspects of the diet or
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screen people who require more in depth nutritional assessment and 
counselling. Whilst dietary behaviours are complex and resistant to change 
there are convenient ways to assess the diet in the clinical setting and 
research indicates that patients want this type of counselling from their 
health practitioner (104).
In undertaking the dietary assessment the dietitian needs to acknowledge 
the patient's response to the assessment. Vuckovic et al (2000) reported on 
their focus group work conducted with thirty-seven women regarding their 
experiences with dietary assessment as part of a larger dietary program. 
Subjects underwent extensive training on diet recording before completing 
food records. The women reported that a dilemma faced during the 
recording process was honesty versus social acceptability, but reported that 
the training assisted them to record honestly. They also reported that they 
simplified their food intake during the recording period to ease the effort of 
recording.
A second component to Vuckovic et al (2000) research was the conducting 
of focus groups on portion size. The researcher found that the estimation of 
portion size was related to the role of the food in the meal, the type of food, 
personal preference for serving size and product recommendations. This 
supports the use of visual aids to assist people identify portion sizes of 
different foods (112).
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3.3.2 Interview Results
Interviewees identified assessment as an element of dietetic practice. 
Interviewees' described assessment in their response to the opening 
question or through prompting Interviewees either offered full descriptions 
of what assessments included, or they were prompted, 'Are there other 
factors you assess in nutritional assessments?'
All of the interviewees undertook a form of assessment. The elements of 
assessment included anthropometry, biochemistry, diet history, clinical 
history, psychosocial and physical activity assessment. These are outlined in 
this order. The inclusion of certain elements in the assessment was at the 
clinical discretion of the interviewee, the availability of information such as 
test results and medical history and the client's ability to self report.
The responses to questions regarding anthropometric assessment indicated 
a range of practice. Interviewees did not routinely consider all elements of 
anthropometry as part of the assessment. Thirteen of the twenty 
interviewees stated that they measured weight as a usual part of their 
assessment. The remaining seven interviewees reported that they did not 
routinely measure client's weight and that they measured weight only if the 
patient was interested in setting weight reduction as one of their goals. One 
interviewee said they she only measured a client's weight if they were 
commencing insulin or they were pregnant.
Height was referred to by half of the interviewees; one interviewee relied on 
self reported height and two interviewees referred to height measures taken 
by diabetes educators within the same Diabetes Service.
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Waist measures were used as part of the assessment by a quarter of the 
interviewees, with two interviewees referring to measures taken by diabetes 
educators. In addition to these interviewees, a few interviewees reported 
that they instructed their clients how to take their own waist measures. One 
interviewee reported that her clinic room was not private, so she couldn't 
take the measure herself.
Nine of the twenty interviewees referred to both weight and height and four 
of these interviewees also referred to weight measures. Interviewee's use of 
anthropometry as part of the assessment process is related to interviewee's 
philosophy on weight management, which is discussed further in Section
3.6.2 (ii).
All of the interviewees referred to biochemistry results as part of the 
assessment. Over half of the interviewees reported that biochemistry 
results were not communicated routinely from the referring medical 
practitioners. When biochemistry results were absent interviewees would 
ask the client if they were aware of their recent results, contact the doctor 
or the laboratory or ask the client to bring the results to the next consults. 
One interviewee reported that patient held record cards had been 
introduced to improve the communication between referring medical 
practitioners and the Diabetes Service.
Interviewees reported that best practice includes being able to refer to 
diabetes diagnostic results, SMBG results, FBGL, HbAlc, total cholesterol, 
HDL, LDL, TG and kidney function tests. Interviewees also stated that other 
test results that were related to nutrition related diseases or conditions 
were part of best practice.
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All interviewees undertook a dietary assessment of usual intake as part of 
their assessment. The dietary assessment, which is discussed further in 
Section 3.3.2 (ii), consisted of dietitian lead interviews of usual intake 
crossed checked with a list of foods and eating habits e.g. restaurant dining, 
weekend meals. The type of dietary assessment was influenced by the 
client's cultural background. The traditional dietary history was reported as 
not culturally appropriate for people of Aboriginal background. A more 
appropriate form of assessing usual food intake was stated as observation 
of a community's food supply and the member's eating patterns.
All interviewees referred to a medical history as part of the assessment 
process. One interviewee working in a Diabetes Service said that she 
referred to the history taken by the diabetes educator. Another interviewee 
said that she would undertake the history taking if it was not included with 
the medical practitioner's referral. This interviewee stated that it was a 
more effective use of her time if she did not have to undertake the medical 
history, as she could focus more of her time on diet.
All interviewees reported that a person's social history was an important 
consideration for the dietetic process. Interviewees either listed social 
issues as part of the initial assessment or an element for consideration in 
the education phase. The elements of social history described by 
interviewees were the person's reaction to the diagnosis of diabetes, their 
knowledge of diabetes, relationships, support for diabetes management, 
work, financial constraints, responsibility for food purchasing, preparation 
and cooking. Three quarters of the interviewees commented that it was 
important to assess "where the person is at". Most interviewees reported 
that a holistic assessment was part of their role.
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The responses regarding physical activity assessment indicated that there 
was not a consistent or clear method used to assess physical activity. All 
interviewees assessed physical activity, however the approach to 
assessment varied. Nine of the twenty interviewees stated that they 
inquired about current exercise or physical activity habits and three of these 
interviewees shared this role with diabetes educators. One of the nine 
interviewees said she felt she did not have the skills to discuss exercise with 
her clients. An example of the wide range of responses is given below,
"Yes all of us do a physical assessment in terms of exercise, walking or 
whether they play any sport or do any regular form of exercise. And then 
just a general, sort of, gauge the level of activity in terms of their daily life, 
active or sedentary" (006, pg3)
One of the four interviewees who enquired about planned and incidental 
activity in their assessment outlined the style of questions asked,
"did they deliberately go out and do any longer term exercise, like go for a 
long walk or something and the only other thing is trying to find out about 
incidental exercise. Do they always drive to the shop, do they walk to the 
shop or do they always take the stairs instead of the lift?" (005, pg3)
Another four interviewees said that they included questions related to 
barriers to doing exercise. Three of these interviewees also inquired about 
opportunities for increasing physical activity or exercise.
The remaining three of the twenty interviewees when asked about physical 
activity assessment said that they questioned their clients about the type of
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exercise, frequency and time per exercise session. An example of a typical 
response is given below,
"Generally it is quite subjective, asking the person what sort of physical 
activity they do whether they, if they are physically active at their work as 
well as sort of finding out the sort of work they do, and sort of getting a bit 
of an idea of whether it's heavy labour, whether it is actual aerobic sort of 
exercise, walking. And then asking them if they are involved in any other 
physical activity outside of work as well, whether they have planned exercise 
or walking or sporting activities and getting a frequency and an amount of 
time that they would do that from them." (010, pg3)
(i) Role of Assessment
Interviewees gave very specific reasons for undertaking assessment as part 
of their usual role. They most frequently given reason for undertaking 
assessment, by three quarters of the interviewees, was that the assessment 
provides the information necessary to set the direction for dietetic 
management e.g. goal setting, nutrition education. An example of dietitian's 
views on assessment included,
"dietitians are counselors not just information givers so it is important for 
the dietitian to be in tune with the client's needs". (020, pglO)
Half of the interviewees reported that the assessment process allows for 
risks to be identified. These included anthropometric, biochemical and 
clinical risks. Half reported that they felt that it was important to have a 
clear picture of the current or baseline for their clients. Three interviewees 
added that the baseline could be used to monitor progress. Other reasons
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given for undertaking assessment included being able to tailor or 
individualise the advice, develop rapport with the client and assess the 
client's ability to change. Assessment was also identified as an important 
part of the education process,
"the assessment allows you to pitch the education at the right level and 
avoid giving general advice". (016, pgl2)
All interviewees articulated the impact of not undertaking assessment. Half 
of the interviewees responded that it would potentially result in the 
provision of incorrect advice and one quarter of the interviewees stated that 
they would be unable to provide specific advice. One interviewee relayed an 
example of a client who had only attended group education and when he 
was reviewed at an individual consult it became apparent that he had made 
changes that were inappropriate for him, based on the general advice given 
at the group session.
Interviewees expressed the ramifications of this as their education being 
less effective through lack of goal setting or setting of inappropriate goals. 
An outcome of giving incorrect advice as a loss of credibility with the client 
and was expressed as follows,
"I am conscious that without this background information that inaccurate 
information might be given. I could lose credibility with the patient, the 
patient comes back for review and says I have renal disease and after being 
advised to eat more vegetables their potassium is 7.2" (003, pg7)
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A quarter of the interviewees also felt that without an assessment they were 
unable to track progress with their clients and clients would become 
disenchanted and not return for follow up.
The context of the interviewees work environment in regards to education 
methods group education and individual consults and whether the 
interviewee also fulfilled the role of a diabetes educator affected the extent 
of dietetic assessment undertaken. There were two models of service 
delivery discussed by interviewees that did not allow for routine dietetic 
assessments. Services that only provided group education followed by 
individual consults with the diabetes educator or immediate discharge did 
not include individual dietetic assessments for clients. This form of 
education was provided, within a fifth of the Services, to English speaking 
clients and within these Services individual consults were provided for 
people from Non English Speaking Background (NESB) or those unable to 
attend group education for other reasons. A further example of responses 
regarding consequences of not undertaking the assessment is outlined 
below,
"So it is a big difference, I mean the group people get standard education 
they get all the things, we can't tailor the advice to the individual people but 
we can with the one on one situation." (004, pg9)
Two other interviewees reported that it was customary for the initial 
assessment to be undertaken by either a dietitian or diabetes educator prior 
to referral to group education or continued individual consults. Clients who 
were assessed by a diabetes educator and not followed up post group 
education by a dietitian did not receive dietetic assessments.
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Four of the twenty interviewees reported that they considered themselves 
equally as dietitians and diabetes educators, two of these interviewees were 
considered in the work place as both a diabetes educator and dietitian. For 
the latter two interviewees this meant that their initial consults could be 
focused on other diabetes management issues, not diet, as they would be 
fulfilling the diabetes educator role. In this situation dietetic assessment 
would occur at the next consult, or may not be covered if the client was 
referred to group education with no subsequent follow up.
Modes of Service delivery that included full nutritional assessments were 
individual consults, group education followed by individual consults and 
individual consults followed by group education. A few interviewees said 
that the assessment might take more than one consult to complete, due to 
time spent on answering patient questions or providing education or the 
absence of results. Normally assessment was commenced in the first 
individual consult. Delineation from including assessment as part of 
individual consults in these work contexts only occurred when the client had 
a mental health condition or intellectual impairment and was not 
accompanied by someone who could assist with the assessment. 
Interviewees did not report language as a barrier, as interviewees' utilized 
interpreters for clients from Non English Speaking Backgrounds who do not 
speak English.
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( ii)  Dietary Assessment
Dietary assessment was revealed as a routine part of practice for 
interviewees. When information was not provided on dietary assessment 
interviewees were prompted as to whether dietary assessment was 
undertaken. All but one interviewee undertook a diet history as their 
method of dietary assessment for individual consults. This interviewee relied 
on other methods to assess usual dietary patterns for her Aboriginal clients. 
Her response to questioning about assessing normal eating patterns was,
"Well mainly from what I have learnt by a couple of trips out to communities 
to see what people do and by talking to other dietitians who have been 
working in this area for a long time". (016, pg2)
Interviewees who reported that they undertook a diet history said that this 
was usually completed in the client's first or second visit. Most interviewees 
said that it was usually a component of the first consult, two reported that it 
was undertaken at the first or second visit and one interviewee said that it 
was a component of the second consult. The interviewees who undertake 
the diet history at the first or second visit were the two interviewees who 
fulfil the role of both dietitian and diabetes educator, so their first consult 
with their clients might be focused on non dietary aspects of management. 
The interviewee who completes the diet history at the second appointment 
said that she uses it as a tool to measure her clients understanding of the 
education covered at the first consult.
Interviewees' responses indicated that there was not one method for 
collecting and analyzing dietary information. The structure of the diet 
history varied between interviewees. Eight of twenty interviewees said that
Sallyanne Knights, Part 3 Interviews with Dietitians 133
they assessed normal intakes by asking their clients what they ate during 
the day at different meal times and between meals, starting with the first 
meal of the day and working forwards. They said that this was followed by a 
check list of questions covering food groups and variances to usual eating 
habits e.g. weekends compared to week days and meals eaten outside the 
home. An example of the range of responses outlining the dietary 
assessment process included,
"Yes I do the run through the basics of breakfast, morning tea, lunch, 
afternoon, evening meal and supper, but also have a checklist of foods, 
running through back through the meals, cheese, yogurt, ice cream and 
then fruits and vegetables, breads and rices and pastas checking whether 
they eat that food how often they eat it and whether it is low in fat, also ask 
about supplements and takeaway foods, fluids, the types of fluids that they 
have as well." (009, pg5)
One interviewee varied this by undertaking a 24 hour recall, rather than 
focusing on usual eating patterns, followed by the checklist,
"I do a 24 hour recall and a food frequency thing to check up on specific 
nutrients and just to see that you know there is an extra prompt to find out 
what they really do eat, and then go from their so you know it's what I base 
my advice on". (012, pg l)
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The remaining half of the interviewees reported a less detailed approach to 
undertaking the diet history. An example of this was explained this way,
"you have to get a personal account and get a birds eye view of the sort of 
food, e.g. what do you do for breakfast, and whether it is regular or 
irregular eating pattern ...it's more benefit asking them about diet in a 
nutritional sense, but I don't really have a standard way, and I, I suppose in 
my mind I am trying to gain what, what I guess I am measuring up how 
many serves of food compared to sort of what is generally recommended, 
but I don't sort of have a very set way of doing that." (006, pg2)
There was agreement between interviewees in the purpose of the diet 
history to assess usual or normal eating habits. The focus of the dietary 
investigation was on CHO (type, quantity and distribution), fat (type and 
amount), nutritional adequacy of the diet and meal regularity. Twelve of 
twenty interviewees reported that CHO was of particular interest, 10 
reported fat, eight nutritional adequacy and six interviewees reported that 
meal regularity was a focus.
In addition to the diet history a few interviewees reported the usefulness of 
other tools to assess the diet. Two interviewees said that they used food 
records as well as the diet history to assess their client's diet and one said 
that she used the SMBG record book with the diet history. Two interviewees 
reported that the best way to assess the diet was to use food records with 
the SMBG record book.
Interviewees reported that they used the diet history to assess usual dietary 
habits, however they were not specific about how they analysed the 
information collected through the diet history. Half the interviewees said
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they compared the number of serves of different food groups reported in 
the diet history to the Australian Guide to Healthy Eating to assess 
nutritional adequacy. Two interviewees said that they compared the number 
of serves of different food groups reported to recommendations for diabetes 
management (not specified). One interviewee said she "eye balled" the 
reported meal patterns for nutritional adequacy, but followed on to say
"I actually down loaded the free dietary analysis program to do it and I was 
a little bit out with some of the things that I didn't think would be high in 
saturated fats but the program said it was". (008, pg8)
Only one of the interviewees routinely calculated the energy and 
macronutrient content of diets assessed using a diet history. A few 
interviewees had access to computer software packages to analyse dietary 
intake but said they did not have time to use them.
Five interviewees raised concerns about the accuracy of the diet history as 
it relies on the clients providing a self reported account of what they usually 
eat. One of the more senior interviewees explained,
"I think I had a bit of a phase in my career where I thought well gosh this 
seems to be so inaccurate anyway that why do I bother and sort of flew 
without it for a while but then ended up going back to it, I guess to have 
some sort of starting point and base to look back on...." (020, pg9)
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3.3.3 Discussion
Assessment is an essential part of dietetic practice in the management of 
Type 2 diabetes and needs to be included as an element of best practice. 
Assessment was included as a component in the QBPG, NZSC and ANPG. 
These guidelines will be collectively referred to as "Guidelines" in the 
discussion. All interviewees reported that assessment was a part of their 
routine work. Deviations from assessment occurred when a client had a 
mental health disorder or intellectual impairment and was not accompanied 
by a carer to assist. The provision of group education without individual 
consultation also presented a deviation from desired practice, as a dietary 
assessment would not be undertaken if a client only attended group 
education.
It is recommended that assessment including anthropometric, 
biochemical (relevant test results, medical history, diet history, 
psychosocial issues relevant to food habits and physical activity, be 
included as a component in DPGD.
It is recommended that the role in assessment for the different 
members of the diabetes health care team be identified to avoid 
duplication of services.
The assessment data required by dietitians, as outlined, includes 
anthropometric, biochemical and other relevant test results, medical 
history, diet history and physical activity. The interviewees' viewed the 
value of all aspects of the assessment equally. There was acknowledgement 
that other health professionals with in the team or the practitioner referring 
to the dietitian undertake the collection of data for anthropometry, test 
results, medical history and physical activity. Interviewees reported on an
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assessment process that was similar to that recommended in the 
Guidelines.
The dietary assessment is an element that falls completely within the 
domain of a dietitian's practice and reflects the dietitian's expertise and skill 
in diet history taking and analysis. The dietitians' interview skill, knowledge 
of food composition and nutrient interactions that impact on diabetes 
management enables them to complete a thorough dietary assessment.
Interviewees reported that the dietary assessment was used to assess 
current nutritional intake and eating habits and also to assess changes to 
intake post dietetic intervention, at follow up appointments. The 
interviewees' focus of the dietary assessment in diabetes was the source, 
type and amounts of CHO and dietary fat, the general nutritional adequacy 
of the diet and meal regularity, including CHO distribution.
Interviewees were not specific in their responses about the dietary 
assessment approach used in practice. Whilst interviewees reported 
consistent reasons for undertaking the dietary assessment, most did not 
have a standard approach to the diet interview or the use of food records. 
In the research setting the dietary methodology is well defined and 
consistent within the context of the study and reliability and validity of the 
method are reported.
Other differences between the methodology used in practice and research 
were identified. In practice dietitians focus on foods consumed rather than 
on the nutrients consumed. In research related to diabetes, the 
effectiveness of dietary interventions is reported as macronutrient
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prescriptions, percent macronutrients of energy consumed, not food intake 
patterns. In practice dietitians do not routinely analyse diet histories or food 
records for macronutrient and energy composition, and this has possibly 
contributed to the change in focus for clinical dietitians to foods rather than 
nutrients.
Interviewees reported that they assessed nutritional adequacy of the diet 
against other benchmarks such as the Core Foods and Australian Guide to 
Health Eating. These references refer to the recommended number of 
serves from each food group to achieve nutritional adequacy. The limitation 
of this method of analysis is that it has not been tested for validity or 
reliability against other forms of dietary assessment and analysis. Research 
from American suggests dietitians should use food guides with caution for 
estimating nutritional intake (113). A further consideration is that 
interviewees reported that they aimed to affect metabolic markers such as 
BGL, lipids and TG, however they did not link this goal with glycaemic load 
or fatty acid ratios of the diet. Research that demonstrates a positive effect 
of dietary manipulations on blood glucose and lipids, analyse and 
manipulate the dietary CHO and fat components of the diet, respectively.
The lack of clarity provided about how dietitians in practice analyse dietary 
information raises the question, how well is it done? It is apparent that 
more work in the area of dietary assessment in the clinical setting is 
required, so that the gap between research and practice is reduced.
It is recommended that dietary assessment methodologies be 
tested in the clinical setting.
Consideration of practice guidelines for dietary assessment in 
diabetes and other chronic lifestyle related diseases is warranted.
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The purpose of assessment data was clearly defined by the interviewees. 
The use of assessment data allowed for the careful planning of the dietetic 
management of the client, by uncovering other risks, anthropometric, 
metabolic and clinical, and identifying lifestyle and social factors that would 
affect diabetes management. The assessment process is required for the 
establishment and tailoring of the initial management direction to the 
individual's requirements and for the monitoring of progress.
The consequences of not referring to assessment data were also clearly 
stated by all dietitians interviewed. Dietitians reported that the dietetic 
intervention and education would be less effective because;
• They would not be able to identify priorities and assist the client to 
establish goals
• They would provide standard advice
• The potential existed for them to give incorrect advice
• The client would become disenchanted because the information may not 
meet their needs or interests
The rules that underlie the dietitian's practice in assessment relate to the 
need to uncover the client's presenting profile. The dietitian has to choose 
how the information will be gathered and this is related to what has been 
provided by the referring practitioner and the client's background. The 
interview method to gather information from the client needs to be 
acceptable to the person's cultural and education background and their 
ability to report. Once the dietitian has collated the assessment data, the 
dietitian then decides which information has an impact on diabetes 
management and what dietary intervention can improve upon.
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The rules governing assessment are defined by the factors that are known 
to impact on diabetes control, the person's ability to make changes and the 
dietitian's philosophy on diabetes care. The dietitians' variations in 
philosophy of care were particularly highlighted in CHO education and 
weight management. Because assessment is linked to the education and 
goal setting processes, the emphasis on assessment will be influenced by 
the dietitian's views on management goals.
The interviews and review of existing Guidelines highlighted the potential 
for the acknowledgement of flexible competencies in assessment. There is 
currently a duplication of roles in some areas of assessment, as highlighted 
above. Assessment is the starting point for the dietitian's management of 
the nutrition intervention, so if the role of non dietetic assessment is 
transferred to other health professionals there needs to be a reliable means 
of communicating the assessment data to the dietitian. Likewise for the 
reinforcement of dietetic goals, the dietitian needs to communicate these to 
other health professionals.
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3.4 Education
3.4.1 Theoretical Significance
Diet is crucial to diabetes management, so it was expected that dietitian's 
would report that they have a role in nutrition education. Education has an 
integral role in the secondary and tertiary prevention. The need for dietary 
education for diabetes management is apparent, however research indicates 
that whilst consumers report that they are concerned about nutrition and 
are aware of the benefits of eating a healthy diet, this knowledge does not 
always result in healthful diet behaviours or motivate behaviour change 
(114).
The underlying purpose of education is to provide information that promotes 
behaviour changes that are supportive of health management and 
discourages those that are destructive, using messages that are 
empowering and appear doable (114). The ideal process for education 
involves two-way communication. Whilst the health professional, the 
dietitian in this case, is the expert in their particular field, the person is the 
expert in their own life. Ideally education builds on current knowledge, is 
realistic and interesting to the person and corrects misconceptions. The 
communication from the health professional needs to be pitched at the right 
level for the person; language needs to clear and simple and avoid the use 
of jargon.
Norris et al (2001) systematically reviewed 72 randomised control trials, 
published 1980 - 1999, to ascertain the effectiveness of self-management 
training in Type 2 diabetes. Studies were identified through databases and
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the hand searching of diabetes journals. The RCTs selected involved only 
adult (> 18 years) subjects with Type 2 diabetes or subjects > 30 years 
with diabetes. Interventions included didactic and collaborative education; 
with a primary focus on knowledge or information, lifestyle behaviours, skill 
development and coping skills. Outcomes monitored included knowledge, 
attitude and coping skills, lifestyle behaviours, glycaemic control, 
cardiovascular disease risk and economic measures of health service 
utilisation (62).
All studies were assessed for internal validity using the Cochrane 
methodology. The criteria for allocation concealment, patient blinding and 
attrition were not met. Studies that did not meet these criteria were 
included but comments related to the missing criteria were tabled. External 
validity was assessed and considered adequate. The authors acknowledged 
the heterogenous nature of the studies; patient population, educational 
intervention, outcomes assessed, study quality and generalizability. With 
these limitations in mind some generalisations were made from the review 
(62).
Education sessions that focused on knowledge acquisition were found to be 
beneficial in short term studies on glycaemic control and produced mixed 
results for studies of >1 year of follow up. The effect of education on lipids, 
weight and BP were variable (62). In intensive diabetes management 
programs, education plus intensive diet and medication regimens assisted 
improved blood glucose control. Whilst education was found to be beneficial, 
improved attitudes and motivations were more important in improving 
metabolic control (62). Research is yet to demonstrate improved glycaemic
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control with SMBG in Type 2 diabetes, however a positive relationship has 
been demonstrated in Type 1 diabetes (62).
There is a divide in the scientific literature in regards to the merits of group 
versus individual interventions and this is partly due to differences in 
outcome measures. Lifestyle interventions were more successful in the 
group setting for weight loss and glycaemic control, however there were 
two studies that demonstrated positive outcomes for weight reduction 
through individual therapy. Both group and individual sessions for lifestyle 
interventions have been beneficial for diet and self care behaviours (62).
Several authors have identified essential components of diabetes education. 
The combination of diet instruction and approaches based on social learning 
theory appear to be more effective than diet instruction alone. Others have 
reported that behaviour change methods were more successful in dietary 
change than didactic education. It is also reported that effective 
interventions need an individualised approach that take into consideration 
an individual's health, lifestyle and social, cultural and ethnic background 
with reinforcement of new behaviours over time (62).
The researchers identified areas for further research in the area of diabetes 
education:
• Identification of predictors of glycaemic control as knowledge levels and 
SMBG do not correlate well with blood glucose
• Inclusion of behaviour theory to better understand behaviour change in 
self management of chronic illness
• Role of electronic media in diabetes self management
• Role of diabetes health care team members
• Role of individual needs assessment within the context of group 
programs
• Inclusion of quality of life outcomes (62)
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The dietitian's educative role in health management, including diabetes 
management, is to facilitate dietary modification and to improve peoples' 
knowledge of food and nutrition, attitudes to food and eating and skills in 
selection and preparation of foods. The dietitian's skill in education allows 
for the translation of a dietary prescription into what a person needs to eat 
to better manage their diabetes. The nutritional composition of the 
intervention is established from the biochemistry, physiology and clinical 
information gained in the assessment and by knowledge of what the effects 
of changing nutrient levels will have on the person's diabetes. The dietitian, 
in providing this information, needs to remain mindful of the fact that as 
soon as one nutrition level is change another automatically changes e.g. 
lowering the CHO content of the diet increases the fat content.
The treatment diet can be constructed for the person by the use of a 
number of different educational aids including food lists, meal plans and 
information pamphlets. A comparison of nutrient based (NB) and exchange 
group (E) methods of education to improve the nutrient profile of the diet in 
97 free living individual with Type 2 diabetes reported that both methods 
improved knowledge and attitudes regarding diet and nutrition following 3 
months intervention and 6 month follow up (115). The NB method required 
subjects to set nutritional goals and devise a day's menu from a food guide. 
The E method instructed subjects to plan a diet based on the exchange lists. 
Both methods resulted in reductions in energy and percentage calories from 
fat and SFA at the 6 month follow up (116). Reductions in fat intake were 
greater and longer lasting for people in the NB group. Neither method 
resulted in significant reductions in weight and skin fold measures (116). 
The authors concluded that diet education is an expanding field and that no 
single approach will meet all needs for all people (115, 116). Further
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research is required to assist dietitians match education methods with 
individuals.
The ADA Exchange list for meal planning is an example of tools utilized by 
dietitians (113). The tool has been evaluated in regards to the resulting 
energy and macronutrient profiles of meal plans. In this study the energy 
and macronutrient contents of the food exchanges were calculated using the 
USDA Nutrient Data Base. In all cases the mean energy and macronutrient 
contents for lists and sub lists closely matched the exchange values, 
however there was a large standard deviation and range. The authors 
recommended that dietitians round off energy estimates to 50 or 100 kcal 
and that energy from free foods needs to be accounted for. In 
recommending that clients eat a wide range of foods from each of the lists, 
dietitians need to monitor if individuals mostly eat high or low energy dense 
foods and whether choices are of high or low nutritional density. The use of 
the exchange lists for education is valuable, however dietitians need to 
recognize the limitations when using it to assess the nutrient intake of the 
diet.
Prescriptive versus general dietary advice in regards to nutrition education 
is also debated in the literature. Eriksson et al (1999) reported on the first 
year progress of the Finish Diabetes Prevention Study. Preliminary reports 
appear supportive of prescribed advice in preference to general advice. At 
12 months there were significant differences between groups for fasting and 
2 hour plasma glucose, body weight reduction, BP and TG (83).
Methods of dietary instruction regarding CHO intake have been evaluated in 
the literature too with mixed findings. A two-year prospective study
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comparing unmeasured versus measured exchanges in lean diabetic adults 
reported that both groups reported similar energy intakes and 
macronutrient intakes. There was no significant difference in metabolic 
parameters (117) A comparison of the lOg CHO exchange system with 
simplified dietary advice for people with type 1 diabetes resulted in no 
difference between groups at the 3 month follow up, importantly the 
reductions in HbAlc achieved by both groups at 3 months were maintained 
at 6 months. A limitation of this study was the subjects' were randomized 
to the simplified diet after following an exchange diet for 3 months and may 
have continued to refer to CHO exchanges. The choice of CHO education 
should be a decision made by the dietitian and individual (118).
The education process needs to allow for assessment of understanding, so 
that the practitioner is satisfied that the person has understood the 
information discussed. Likewise there needs to be time available for the 
person to clarify information and ask questions. In order to assess the value 
of education, more than one session is required. The importance of follow 
up is discussed in Section 3.6, monitoring of outcomes.
3.4.2 Interview Results
All interviewees reported that they provided education as part of their 
routine work. Interviewees either identified that they provided education 
when initially questioned about key elements of their work, or they were 
prompted later in the interview. The education was based on the individual 
client's needs, the interviewee's role as a diabetes educator and whether 
the education was provided in a group session or an individual basis.
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Once interviewees identified education as part of their routine work they 
were prompted to provide more detail about the topics covered. 
Interviewees identified twelve major education topics that they discuss with 
their clients, general nutrition, regular meals, CHO, fats, alcohol, artificial 
sweeteners, free foods, label reading, recipes & cooking, eating out, 
benefits of exercise and diabetes management. Table 19 provides a 
summary of the topics covered. Interviewees who provided both group 
sessions and individual consults said that they covered the same topics in 
both educational settings. Three interviewees reported that they provided 
opportunity for their clients to discuss topics that were important to them.
Fifteen of the twenty interviewees discussed the principles of general 
nutrition, four of these interviewees referred to the Australian Guide to 
Healthy Eating and one to the ANF Healthy Diet Pyramid. Nine interviewees 
discussed recommended serves of foods from the different food groups. 
Four interviewees said that they incorporated the Coles® Seven a Day 
promotion as part of their education. Two interviewees reported that they 
discussed satiety with their clients. Four interviewees discussed weight 
management. Interviewees' approaches to weight management are 
discussed in Section 3.6.2 (ii). Half of the interviewees said that they 
promoted the eating of regular meals as part of diabetes management.
All but one interviewee discussed CHO foods with their clients and this is 
expanded upon in section 3.4.2 (ii). Most interviewees discussed types and 
sources of dietary fat. Nine of the twenty interviewees promoted a low fat 
diet; six recommended the reduction of SFA and two recommended the 
increase of MUFA. Other nutrition concepts discussed were the link between 
salt and BP, by three interviewees, moderate alcohol intakes by five
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interviewees, artificial sweeteners by three interviewees and one 
interviewee discussed free foods, and foods that have minimal impact on 
blood glucose levels and body weight.
To assist behaviour change and skill development interviewees provided 
other forms of education. A quarter of the interviewees provided meals 
plans to guide their client's selection of foods, thirteen of twenty discussed 
shopping and label reading, nine provided guidance for eating out and six 
promoted recipe modification and low fat cooking methods.
Interviewees were not asked whether they used educational materials with 
clients, however twelve of the twenty interviewees reported on education 
resources. Eight interviewees used written education materials, seven used 
visual resources, five used food packets, four used food labels and four used 
food models. The written materials consisted of food lists, facts sheets and 
recipes and the visual resources used were the dietary pyramid and plate 
and pictorial educational sheets for people with low literacy skills.
A quarter of the interviewees said that they would undertake a broader 
diabetes education role as part of their routine role. A few interviewees said 
that they would discuss the physiology of diabetes; diabetes medications 
and blood glucose monitoring and general monitoring for diabetes control. 
One interviewee said that it was part of her role to provide information and 
membership forms to the NDSS. In addition to this, a third of the 
interviewees discussed the link of diabetes management with diet and 
general health. A fifth of the interviewees promoted the combination of diet 
and exercise. Half of the interviewees discussed the benefits of exercise or 
physical activity in the management of diabetes.
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Interviewees were not directly questioned in regards to referral practices, 
but during the course of the interview seven of the twenty interviewees 
discussed referrals made to other health practitioners. Six reported they 
referred to counsellors, four to diabetes educators, three to podiatrists, two 
to endocrinologists and one referred to Aboriginal health workers.
Interviewees were not asked specifically about communication with 
practitioners that referred to dietetic services or those practitioners they 
referred their clients to. In discussing the education and intervention 
process half of the interviewees reported that they sent written 
correspondence to medical practitioners that were external to their place of 
work. The purpose of the correspondence was to outline the dietetic 
management plan to the referring medical practitioner.
Interviewees identified issues related to education and services by 
responding to a question on future practice, 'H o w  w o u ld  y o u  lik e  to  s e e  y o u r  
p r a c t ic e  in  T y p e  2  d ia b e te s  d e v e lo p  in  th e  fu tu r e ?  W h y ?  Nineteen of twenty 
interviewees identified improvements to service delivery. Ten interviewees 
identified new services that they would like to introduce to their service as 
they felt there was currently a gap in service provision. Four interviewees 
wanted to increase resources and or education services for people from 
NESB, two interviewees identified a need to increase education services for 
Aborigines, one interviewee wished to introduce weight management 
programs for younger adults and three interviewees reported that they 
would like to introduce diabetes prevention services. The interviewees 
wanting to introduce new services for people from NESB and Aboriginal 
backgrounds identified the need for culturally specific and sensitive 
education programs. The diabetes prevention services and weight loss
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program for people with established diabetes were discussed by the 
interviewees as reducing diabetes complications and improving health 
outcomes for people with diabetes or at risk of diabetes.
Eleven of twenty interviewees raised areas where they felt a new 
educational approach was required. Four interviewees reported that working 
in a diabetes team environment was preferred to working as a sole 
practitioner. Two of these interviewees identified the general practitioner as 
a key member of the team. The reasons for working as a Diabetes Team 
were for the improvement in communication and for skill development in 
other areas of diabetes.
Two private practice interviewees felt that the provision of group education 
programs e.g. cooking classes and shopping tours would enhance services 
that they provided to their clients. The interviewees felt that group 
education worked well as an adjunct to individual consults for skill 
development for the clients and it was also viewed as less resource 
intensive. Two interviewees reported that they would like to introduce 
interactive computer education resources to target clients who were familiar 
with computers. They felt that this would support learning and make the 
education more interesting.
Three interviewees identified the need to be able to refer onto other groups 
that would assist their client's diabetes management. Two interviewees 
identified that there was a lack of exercise services tailored to the needs of 
people with diabetes and one interviewee felt that she needed to establish a 
better network with community support groups.
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( i)  Role of Education
Interviewees reported a number of reasons for providing education. More 
than half of the interviewees said that the education process they undertook 
with their clients promoted self management and two interviewees 
expanded that education promotes behaviour change resulting in improved 
health outcomes. A quarter of the interviewees viewed the role of education 
as to provide information that was relevant to the individual and a fifth 
reported that the information needed to be practical. An example of the 
responses given regarding the role of education was,
"people understand why they are doing it and why they are making changes 
as long as you give them the information and then they can make decisions 
on their own for what is good for their health...give guidelines to start with 
and then they are able to keep making choices". (O il,  pg8)
An additional five of the twenty interviewees stated that dietetic education 
improved people's management of their diabetes and longer term health 
outcomes by the reduction of diabetes related complications, this was 
expressed similarly by the dietitians interviewed,
"control their diabetes in the short term and minimize their risk of long term 
complications in the long term and maximize their mortality as changes will 
lead to or should lead to improvement in the blood sugars'". (005, pg9)
A fifth of the interviewees reported that diet was central to diabetes 
management and influenced health. An example of dietitians' views on this 
was,
Sallyanne Knights, Part 3 Interviews with Dietitians 152
"I know that the importance of dietary changes in the overall management 
of diabetes and I think, sometimes it is important to sit down and actually 
go through all of the diet and actually have the time to be able to pull out a 
lot of other hidden sources of sugars and fats and things that on the surface 
of a very brief diet history done by a Nurse Educator or a Doctor might 
appear to be fine". (010, pgl3)
One interviewee said that clients had a right to education and one 
interviewee working with Aboriginal people felt that education was a means 
to assist prevention of diabetes development in families.
Interviewees viewed that nutrition and dietetic education was the dietitian's 
role rather than that of other health professionals. Four of twenty 
interviewees reported that it was the dietitian's role to provide nutritional 
education. Other interviewees expanded on this by outlining the dietitian's 
skills as educators; five reported that the dietetic process assisted change 
for the client and two interviewees felt dietitians providing the education 
reduced that misinformation provided to clients.
An example of the range of responses regarding the dietitian's holistic role 
in nutrition education was,
"I think, I know there are other health professionals who do know about 
food who try assessments they tend to not look at the whole picture and say 
to someone parts of things and so often sort of the recommendations for 
people may not be realistic or appropriate so, where as I think dietitians are 
trained and also scientifically trained to think, more in-depth about food and 
how it related to the whole person the whole thing," (007, pg9)
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This view was expanded on,
"Information may be delivered by another health professional, however they 
are not qualified to answer questions and assess total nutrition needs." 
(001, pg5)
The two main impacts of dietitians not providing nutritional and lifestyle 
education reported by three quarters of the interviewees was a reduction in 
health outcomes for people with diabetes, and the provision of inappropriate 
information interfering with diabetes management,
"it depends, but it would have some impact if not on the day to day 
management of their diabetes in the longer term, I am a firm believer in 
that because diet does make an impact on health". (012, pgl4)
The twenty interviewees identified a number of impacts of non dietetic 
sources of nutritional information on diabetes management. Eight 
interviewees outlined that other sources of information could be incorrect 
and four reported that information was not appropriate for the individual if it 
wasn't holistic. Two interviewees expressed that non dietetic sources might 
not target the individual's health or total nutritional needs. Two 
interviewees felt that other sources of nutrition education may not 
effectively promote a self management approach. Two interviewees 
reported that some people may manage their diabetes well with out visiting 
a dietitian, however also stated that many people need the one on one 
education.
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Table 19 Education Topics
General Nutrition Nutritional Adequacy 
Variety
Recommended serve sizes 
7 a Day Fruit & Vegetable Promotion 
Tools - Healthy Diet Pyramid,
The Australian Guide to Healthy Eating
Regular Meals 
CHO
Effect CHO on BGL
Identify sources CHO Foods
Distribution
Consistent quantity
Matching CHO quantity with insulin
or sulphonylureas
GI
Increase Fibre 
Moderate Sugar
Fats Balance types of fats 
Replace saturated fat with mono 
or polyunsaturated fat 
Low fat
Identify food sources of fat
Alcohol
Artificial
Sweeteners
Free Foods Identify & promote low CHO & low 
kilojoule foods
Label Reading 
Recipes & Cooking 
Eating Out
Recipe modification, Low fat cooking
Benefits of 
Exercise
Promote the diet and exercise
Diabetes
Management
Link diet with biochemistry & health 
Physiology of diabetes 
Blood glucose monitoring 
Other monitoring tests 
Membership NDSS
Focus of Education Practical advice
Promotion of a healthy lifestyle 
Avoid information overload 
Self Management
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(ii) Quantity of Carbohydrate
During the interview process it became apparent that CHO education was 
an essential part of the interviewee's routine work in diabetes management. 
Where information was not provided on CHO, interviewees were prompted 
as to whether they discussed CHO with their clients and if they did to 
discuss their approach to education. Sixteen of twenty interviewees 
reported that they routinely discussed quantity of CHO with their clients. 
Three interviewees reported that they did not discuss CHO quantity as a 
routine part of their education as dietary fat, in particular SFA was more 
important in respect to diabetes management and reducing other risk 
factors and insulin resistance,
"prior to medication the body is still able to produce its own insulin and, 
possibly there is only a small amount of cellular resistance on the receptors 
or protein carriers, so I don't believe that intensity (portions or exchanges) 
of education is warranted then where effective regular eating is easier to 
understand...focus on getting the (cellular) mechanisms working with regular 
eating and low fat". (008, pgl6)
The way in which interviewees discussed quantity with their clients differed. 
Six interviewees said that they always discussed the importance of the 
quantity of CHO eaten, however would not provide exact amounts for 
people with Type 2 diabetes. Four interviewees reported that CHO education 
was tailored to the individual. Different needs for more specific education on 
quantity were identified.
Interviewees made clinical decisions based on whether the client was taking 
medications that could cause hypoglycaemic reaction (seven interviewees),
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or if too much CHO was being eaten (three interviewees). Six interviewees 
reported that they would relate the type of education to the client's blood 
sugar levels. An example of their views was outlined as,
"it really depends when you know if they are having real problems with 
blood sugar levels and going into much more specific detail but then when I 
give them guidelines I would usually suggest I guess a number of serves for 
each meal." (018, pg4)
This view was also presented in this way,
"you occasionally meet some people who have a very high carbohydrate or 
high, volume of food at one particular meal I would talk about redistributing 
that, so really depends on what you are seeing as the issues for that person. 
If all is going well if they are losing weight if their readings are looking good 
if they're exercising if they're feeling better I don't worry excessively about 
the amount of carbohydrate at that meal." (019, pg7)
One interviewee reported that she provided information about quantity if 
the client requested more specific information. One interviewee said that 
she would not discuss quantity if the client ate set meals e.g. the same 
thing every day.
Methods of education about quantity fell into four categories, (i) specific 
quantities provided based on 15 gram CHO exchanges or portions, (ii) 
specific quantities based on 15 grams of CHO but the amount of CHO was 
not disclosed to the client and (Hi) descriptive or (iv) visual education about 
the ideal CHO proportion within a meal.
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A quarter of the interviewees reported that exchanges were discussed with 
clients who were on insulin or sulphonylurea anti hyperglycaemic 
medication. Specific education was provided on CHO distribution e.g. 
number of exchanges per meal.
A third of the interviewees discussed CHO quantity by describing CHO 
serves, based on 15 gram of CHO per serve, however the education did not 
reveal that the serves were based on 15 grams of CHO. An example of this 
approach included,
"I use a blank meal plan sheet and write down suggestions e.g. small serve,
as discussed with the patient of meat, cup of potato, rice or pasta....No
exchange lists are used for people with Type 2 diabetes and they are not 
encouraged to measure or weigh foods at home, as done for type 1 diabetes 
management. I also discuss swapping of foods e.g. 1 slice bread with a 
piece of fruit. Really I use exchanges without the terminology." (003, pg4)
To assist this style of education, a few interviewees provided meals plans 
with number of serves indicated for each meal with a hand out of CHO foods 
(15 gram quantity of CHO). Two other interviewees either provided a meal 
plan with serves or a handout listing serves.
This approach was explained,
"We have our own carbohydrate list. It is based on the 15gram carbohydrate 
don't tend to call them exchanges when they are pretty equivalent to the old 
exchange system, so that is what we mainly use for teaching how to 
distribute and sort of even out the carbohydrate during the day." (007, pg5)
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Two interviewees reported that they would discuss the serve sizes without 
allocating a number of serves per meal and was expressed by one of these 
dietitians,
"I actually teach them a little bit about carbohydrate portion not so much to 
have them following a portion plan but I just find teaching them that one 
portion of carbohydrate puts 3 teaspoons of sugar into your blood...it helps 
them to remember which foods are carbohydrates". (004, pg2)
The other interviewee described the application of the approach,
"I always say like the minimum (serves) is two...I will point out that some 
meals will naturally have a lot of CHO in them proportionally like spaghetti 
Bolognese compared to grilled steak and fresh salad you know there is a 
huge difference and try to even it up from one day to the next." (012, pg7)
A few interviewees used visual education resources and these consisted of 
household measure utensils and food models to describe 15 gram CHO 
serves and an example of how this was described is outline below,
"I will get out the cups and say okay well at a meal you know how many 
cups of rice or pasta do you normally have and you if they say 1 or 2 
whatever that is fine if they go 6 you say well have a little bit less you know 
maybe cut it down to this much". (014, pgl2)
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Another interviewee outlined it in a similar way,
"try and get them to use a household measure like a cup or, half a cup if 
you talking about a grain or something like that or if it is a piece of fruit it is 
a handful of grapes... I must talk quantities I guess I don't do weight and 
CHO grams or anything like that but we would talk about two rounds of 
sandwiches and things like that so I guess it is four bits of bread". (016, 
pg9)
Two of the twenty interviewees referred to the Australian Guide for Health 
Eating to educate clients on serve sizes of different foods, including those 
containing CHO. The range of CHO content per serving for the Australian 
Guide to Healthy Eating estimated at 15 - 30g CHO.
A quarter of the interviewees outlined the purpose of CHO education. 
Interviewees felt that clients as a result of education on CHO foods should 
be able to swap their food choices and one interviewee reported that clients 
could then make changes to the number of serves as required for blood 
glucose management.
There was an inconsistency in the recommended percentage CHO content of 
meals. A quarter of the interviewees described CHO quantity as a proportion 
of an ideal meal. The recommended quantity of CHO per meal differed 
between interviewees. Four interviewees reported different amounts of 
desirable CHO content, 3A meal, 2/3 meal, 40% meal and one interviewee 
recommended 1/3 ~ 1/2  meal as CHO.
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(iii) Aboriginal Culture
Interviewees working with Aboriginal people highlighted the cultural factors 
that impacted on the Dietetic Process for diabetes management. One 
interviewee reported that the education process with Aboriginal people with 
diabetes is different to non Aboriginals. Aspects of education such as eye 
contact and questioning to gauge understanding is not accepted by 
Aborigines,
"eye contact is something that Aboriginal people just don't do as part of 
their culture so it is very difficult to know if you are not getting feedback...if 
they are having to ask questions or I am leaving questions in their mind that 
just shows that I am a bad teacher and they wont embarrass me by asking 
questions". (016, pg 15)
The interviewee also identified language as a barrier. English may be the 
Aboriginal person's third language, so education resources are limited to 
pictorial information,
"it is dreadful we end up using words like good food and bad good and good 
tucker and bad tucker...but sometimes you have got to be as simple as 
that". (016, pgl5)
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3.4.3 Discussion
The dietetic intervention including nutrition education has been identified as 
the dietitian's role. Interviewees clearly identified the key goals of dietetic 
intervention, key nutrition messages and essential education topics. The 
same nutrition messages and topics were covered in individual and group 
sessions. Interviewees reported use of the same education topics and 
interventions as those recommended in the QBPG, NZSC and ANPG. These 
guidelines are collectively referred to as Guidelines in this discussion.
The dietetic intervention describes diet therapy for diabetes management. 
The interviewees described the intervention in terms of key educational 
messages, but few referred to the underlying macronutrient targets that 
they were seeking to meet. The messages were expressed in terms of 
lowering the GI value of CHO foods and reducing SFA intake. Interviewees' 
responses were mixed in regards to the dietary fat intervention; the 
following were stated "reduce fat", "reduce SFA" and "reduce SFA and 
increase MUFA". Interviewees were not always explicit about when they 
would implement the different dietary fat interventions.
In the research setting, the intervention diet for diabetes management is 
clearly defined in terms of macronutrient and energy composition. For the 
purpose of an intervention trial, all participants would consume the same 
intervention diet, so results can be compared. In practice dietitians aim to 
tailor the dietary prescription to the individuals health needs and their 
ability to introduce changes, as discussed in the goal setting section 
(section 3.5). The interviewees did not report specific strategies to 
manipulate the diet to achieve metabolic improvement e.g. lowering SFA if
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the client had dyslipidaemia. This represents a gap between research and 
practice.
In practice the interviewees were tempted to overlook the complexity of the 
nutrient composition of foods, as the interviewees' responded that their 
interventions are made up of a number of suggested changes to types or 
quantities of foods consumed, so there is a gradual progression towards the 
intervention diet. The interviewees' instructed their clients on these changes 
without calculating the energy and macronutrient content of the resulting 
diet.
In research the composition of the intervention diet is known from the 
outset and suggested meal plans are analysed for macronutrient 
composition and energy against the prescription. In the research setting the 
intervention diet is often the initial and ongoing target for the person 
participating in the trial.
The Guidelines recommended areas of dietary change, however the NZSC 
were the only ones that reported recommended percentage macronutrient 
targets. Macronutrient targets need to be included in the Australian DPGD. 
These targets are referred to in practice and the resulting management plan 
is related to a sequence of clinical decisions made by the dietitian.
It is recommended that the Australian DPGD include or refer to 
macronutrient targets for dietary management.
The interviewees provided nutrition education to support the dietary 
changes that they recommended. The process and style of education was
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ideally suited to the individual client and assisted them to develop the 
necessary knowledge and skills to self-manage their diabetes. Interviewees 
also provided information to aid the client's understanding of diabetes and 
how the diet improves the management of diabetes e.g. the link nutrients 
such as salt and alcohol with high BP, discussing sources of these nutrients, 
strategies to decrease them and also the health benefit of decreasing high 
BP through dietary changes and weight reduction (as appropriate).
CHO is a key nutrient for manipulation in diabetes management, as 
identified in the Guidelines and from dietitians' interview responses. The 
sources, type, quantity and distribution of CHO are all important factors. 
Individually and combined these factors directly effect blood glucose 
control. Interviewees reported that clients needed to be able to identify 
sources of CHO and the learning process was assisted by the use of 
educational aids such as food picture, slides, models and food packets.
Research indicates that the recommended amount and distribution of CHO 
depends on the type of CHO that is being consumed and the person's BGL. 
Quantity of CHO has been traditionally described as food serves containing 
10-15g CHO, however different types of CHO elicit different postprandial 
glycaemic responses. The GI is a useful tool to assist the delivery of this 
concept, along with a high proportion of soluble fibre to slow down the rate 
of digestion and absorption of glucose.
Interviewees in practice referred, in their education approach, to two 
different concepts regarding CHO, the exchange system which is based on 
the concept that all 15g serves of CHO will produce the same glycaemic 
response and the GI which is a system that rates CHOs on their glycaemic
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effects. These systems of education were developed independently and the 
fact that interviewees were using them together in practice indicates the 
need for an education method that encompasses both quantity and type of 
CHO to better predict postprandial blood glucose responses. As previously 
recommended an educational method for CHO that considers both the 
quantity and type of CHO warrants development.
The purpose of education was clearly defined by the interviewees as 
improving diabetes management. Interviewees identified diet as being 
central to diabetes control. The way in which education improved diabetes 
management was through the provision of appropriate information, 
development of skills and through the promotion of behaviour change and 
self-management.
Interviewees suggested that the consequences of not providing education, 
specifically nutrition education, would be reflected in poorer diabetes 
outcomes. Should other health professionals undertake nutrition education 
then the risk to both the content and process of education needs to be 
recognised. Interviewees reported that there would be an increase in 
misinformation and also benefit of the dietetic process would be lacking. 
Interviewees expressed that they were well placed to provide nutritional 
interventions and education that could be integrated into the person's 
lifestyle and total diabetes management. They viewed themselves as holistic 
in their approach to diabetes management.
The rules directing the content and process of nutrition intervention and 
education were related to improving diabetes control, meeting the needs of 
the client and promoting self-management. These rules were defined by
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general dietary requirements, medical history, the metabolic control and 
diabetes therapy e.g. is the client at risk of hypoglycaemia? The clients' 
requests, interest and willingness to change also defined the education 
process.
The dietitians' educative role was also influenced by the context of the 
Service in which they worked. In some services they undertook diabetes 
educator education, as this was an expectation of their role. The education 
setting also influenced the content of education. In a group the education 
was more general and standardized, where as the individual consult tailored 
the education to the individual.
Self-management is promoted in diabetes management in both the 
Guidelines and by the interviewees. Further research in regards to dietary 
self-management in diabetes is warranted; how can dietitians assist 
sustained behaviour changes? Of particular research interest is the 
dietitian's approach to CHO education, as there appeared to be a 
contradiction in the interviewee's aims compared to what they provided as 
education. Interviewees stated that they aimed to assist the person with 
diabetes to select and swap CHO foods and appropriately manage their BGL, 
however the instruction provided on CHO quantities and type was not 
consistent or well defined. Some dietitians reported that they did not 
provide detail on quantities because they believed it was too difficult for the 
clients to understand and implement.
It is recommended that research related to the development of a 
CHO education tool consider consumer requirements for self 
management.
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3.5 Goal Setting
3.5.1 Theoretical Significance
The process of setting goals was identified as part of the dietitian's usual 
work, as interviewees recognize goals as a tool to assist behaviour change. 
The definition of a goal is the object or aim of an action (119). A review of 
nutrition education programs has indicated that behaviour theory based 
programs are more successful at achieving food behaviour change than 
knowledge based counterparts. Goal setting is a strategy that assists 
behaviour change (119). Glascow (1995) suggests that reducing the 
number of treatment goals to a manageable number is preferable to trying 
to get an individual to change his or her entire lifestyle in one visit. It is 
reported that goals imposed by other people, self selected goals and goals 
set participatively and goals that are supported by a rationale appear 
equally effective in organizational and sporting environments (119).
Evidence supporting the effectiveness of goal setting and task performance 
mainly comes from literature in organizational and sports settings (119).
The literature supports a four step process,
1. Recognising the need to change (119)
2. Establishing a specific and achievable goal, which needs to take into 
consideration lifestyle factors and values. In the clinical arena goal 
setting identifies the need for change in knowledge, skills and attitudes 
so that education and skill development can be targeted at the desired 
change. It also enables desired changes to be managed in order of 
priority by the client and dietitian (119).
3. Monitoring of activity that supports goal attainment. The self monitoring 
process provides feedback on progress towards the goal and applies
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problem solving techniques and planning, so adjustments can be made 
to support new behaviours (101, 119).
4. Rewarding results is more effective if the reward is internally generated 
rather than external e.g. reviewing own records. This aspect of 
management provides a learning opportunity for the person and can also 
be a source of motivation (119).
A review of ten diet studies that investigated the effect of goal setting 
indicated that the use of steps 2 and 3 of the goal setting process enhanced 
intervention outcomes for weight reduction, blood lipids and specific dietary 
goals e.g. increasing fruit and vegetable intake compared to control groups. 
Little detail was provided in the studies in respect to how goals were 
established. The use of step 2 of the goal setting process alone has less 
effective in enhancing goal achievement. The one study that incorporated 
all four steps for goal setting did not produce convincing results in favour of 
goal setting and the reviewers suggest this may have been related to the 
study design (119). Knowledge of how people adopt new eating behaviours 
is essential to support lasting dietary change.
A retrospective study of older adults that assessed dietary changes 
supporting a reduction in dietary fat intake described some of the processes 
individuals move through in changing dietary behaviour (120). Participants 
used a number of different dietary strategies to decrease fat intake and this 
identified that "dietary change is complex, dynamic and does not happen 
overnight" (120). Two thirds of the participants had unsuccessfully 
attempted to change their diet on at least one other occasion and the 
average number of behaviour change points was 16 before the goal was 
achieved and most participants felt that the dietary change process was still 
in progress (120). Keeping the study limitations in mind, small sample size, 
self reported retrospective dietary data and the majority of participants
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were white, highly educated and from middle to upper SES groups, the 
study identified that people adopt new eating behaviours through a number 
of different strategies, not just by nutrient or food based choices, and to 
expect change after as single one hour appointment with the dietitian is not 
realistic. A number of dietary appointments to review knowledge, behaviour 
change and progress to goals are required.
The patient centred counselling model includes goal setting as an essential 
part of assisting behaviour change (105) and utilises behaviour change 
theories; the Consumer Information Processing Theory (CIP), the Health 
Belief Model, Stages of Change Model, Social Cognitive Theory and 
Behavioural Self Management (105). CIP theory promotes the presentation 
of information to consumers when he or she is most receptive to new and 
relevant information. The practitioner needs to be aware of what 
information is relevant to the client and when they will most likely adopt 
new advice and behaviours. The Health Belief Model is linked to cognitive 
processes and suggests that people with make changes if they believe the 
changes will benefit them, or there will be serious health consequences in 
not adopting new behaviours.
Social Cognitive Theory states that learning requires active participation by 
the client and resulting behaviour is linked to the person's self efficacy and 
their belief in that the resulting outcome from behaviour change is 
favourable. Behavioural Self Management promotes self monitoring of 
triggers (high risk situations) and reinforcement of actions that support the 
desired behaviour change. The client decides how to manage the trigger; 
avoid, alter it or substitute it for a positive behaviour (105). The 
components of the patient centred counselling model (tabled below) fit well
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with the dietetic process and should be considered in future dietary 
intervention studies.
Table 20 Patient Centred Counselling
Step Action Description
1 Assess Assess knowledge, risks, health history, readiness to change, eating 
history, concerns regarding eating, challenges to eating behaviour change 
(past & present), strategies that assist eating behaviour change, reasons 
for wanting to make dietary changes and/or maintain current eating 
habits.
2 Advise Personalised dietary advice
3 Assist Dependent upon stage of change. For pre-contemplators and 
contemplators, provide information to correct misunderstandings, address 
feelings about dietary changes, provide support and be optimistic of 
realistic change. In addition a contemplator needs support to undertake 
change; develop dietary strategies. Inability to change may be related to 
low self esteem or confidence levels. An individual prepared for action 
needs skills in self monitoring, goal setting & problem solving.
4 Follow
Up
Follow up is recommended to evaluate and monitor progress, review 
whether the plan is appropriate, review goals and preventing relapse.
3.5.2 Interview Results
Interviewees either provided information about setting goals as part of their 
management practice or they were prompted as to whether they 
established goals with their clients. All but two of the interviewees 
interviewed reported that they routinely included goal setting or the setting 
of targets as part of their dietetic management of Type 2 diabetes. 
Interviewees said that they worked with their clients to negotiate goals in 
the areas of body weight, metabolic parameters such as BGL, dietary 
change and physical activity. The nutritional assessment was the basis from 
which the interviewees and clients developed goals. Goals were targeted to 
the individual clients presenting profile.
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An example of responses given regarding goal setting was,
" there is usually changes that need to be made so therefore we need to do 
those in a sequenced fashion and the person needs to agree, there is no 
point me setting a goal because it is not me that needs to make the changes 
to my life and to look after my health. In regards to diabetes management 
we need to negotiate with the person what things they are prepared to do to 
improve their health outcomes". (008, pgl3)
One of the two interviewees who did not include goal setting as part of her 
work, worked exclusively as a hospital inpatient dietitian. The reason for the 
second interviewee not including the establishment of management goals 
was related to her limited involvement in ongoing review. Whilst these two 
interviewees did not undertake goals setting with their clients, they did view 
it as an important aspect of dietetic practice and their responses are 
included in the following results.
All interviewees recognized the importance of weight management for Type 
2 diabetes. Their views on how obtainable and sustainable weight loss was 
for people influenced the types of goals they negotiated with their clients. 
Interviewees reported that they discuss rate of weight loss, weight and or 
waist measures in establishing goals. Weight management goals are 
discussed further in Section 3.6.2 (ii).
All interviewees responded to the question about establishing metabolic 
goals. Interviewees reported that they discussed the recommended ranges 
for metabolic parameters such as HbAlc, fasting and postprandial BGL and 
lipids. Interviewees reported they may or may not set goals with their 
clients for these parameters though. A quarter of the interviewees reported
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that that it was important to establish which practitioner in the diabetes 
team would set the goals for test results. A few interviewees felt that it was 
the doctor's role and that it was important that health practitioners were 
consistent in the advice given to patients in regards to goals for metabolic 
parameters.
Half of the interviewees reported that they discussed the recommended 
ranges for the relevant biochemistry with their clients, but would not set 
specific goals. There was one exception, as one of these interviewees did 
establish blood glucose level goals. Another nine of the twenty interviewees 
discussed the recommended ranges and established glycaemic goals with 
their clients. Of these nine interviewees four reported that they also 
established goals for lipid levels. One of these interviewees reinforced the 
doctor's goals rather than establishing new goals with her clients. One 
interviewee reported that it was the doctor's role to discuss recommended 
ranges and set goals with clients, so she did not include this as part of her 
work.
Interviewees were not specifically questioned about biochemical targets 
referred to for their clients. Four interviewees reported ranges for non 
fasting blood glucose levels. Two said that these targets were 4-8 mmol/l, 
one reported 4-7 mmol/l and one 3.5-8 mmol/l. One interviewee reported 
that the fasting blood glucose target was <5.5 mmol/l. Three interviewees 
said that they referred to specific guidelines for biochemistry. One 
interviewee referred to the NSW Guidelines for Clinical Management of Type 
2 Diabetes, one referred to the DCCT recommendations for HbAlc and one 
interviewee referred to the NHF lipid guidelines, DCCT HbAlc 
recommendations and the UKPDS BP recommendations.
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Interviewees reported a number of different types of dietetic goals 
established with their clients. As already stated the types of goals set were 
determined by the individual client's health needs and ability to change. The 
goals would be specific to the individual and measurable. Diet related 
goals were developed to assist with improving nutritional adequacy, 
diabetes management, management of other nutrition related conditions, 
dyslipidaemia and weight control.
One third of the interviewees reported that they developed goals for 
improving nutritional adequacy by referring to serves of foods from the Core 
Food Groups and one fifth said that they would set goals for specific 
nutrients e.g. number of serves of dairy foods to meet calcium 
requirements. An example of responses given to questions regarding 
nutrition goals was,
"This is dependent upon the diet history. I look at whether the calcium, iron 
intakes are adequate.... by comparing to food groups e.g. calcium and three 
serves of dairy per day. With other nutrients such as CHO I would look at 
opportunities for changes with fibre and GI. With fats I would look at the 
need to change fat types." (002, pg2)
Other nutritional changes interviewees aimed to assist through goals setting 
were related to CHO, glycaemic load, fibre and fat. One third of the 
interviewees reported that they would set goals related to CHO quantity and 
distribution. One third of the interviewees said that the type and quantity of 
fat eaten would be another focus for goals setting, with either the aim to 
reduce SFA or increase unsaturated fat component of the diet. A few of the 
interviewees said that they would set goals to reduce the glycaemic load of 
the CHO component and two interviewees said that increasing fibre could
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constitute a dietary goal. An example of responses regarding negotiation of 
changes with clients was,
"I mean the thing you focus on is saturated fat, including more low GIs and 
increasing fibre, increasing their fruit and vegetables. I guess we would be 
running through their diet and looking at each meal at a time and coming up 
with some alternatives for they are having that would be within these 
goals," (O il,  pg5)
Interviewees were not specifically asked what macronutrient targets they 
referred to for management of Type 2 diabetes. Four interviewees 
commented on the macronutrient targets they aim for with their clients. The 
interviewees who referred to these macronutrient guidelines did not discuss 
them with their clients; they were something they kept in mind when 
suggesting food changes. One interviewee said that she aimed for <50% 
energy from CHO, another reported that the target was 50% energy from 
CHO, 30% from fat and 20% from protein. One interviewee reported that 
she aimed for <8% SFA intake. One interviewee reported that the 
macronutrient target depended on the client's lipid profile. For someone 
with a normal triglyceride level the macronutrient goals would be 50-55% of 
energy from CHO, 15% from protein, 30-35% from fat compared for clients 
with high TG, 40-45% CHO and 35+% from fat with the increase in fat 
coming from MUFA.
Goals related to nutritional management of metabolic parameters were 
couched in references to meeting serves as suggested by the Core Food 
Groups, as mentioned above, or changes to the type or quantity of different 
foods e.g. change from butter to margarine to reduce saturated fat intake. 
Twelve of the twenty interviewees said that they approached goals setting
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by referring to changes to particular types or quantities of foods. An 
example of the range of responses regarding this approach to goal setting 
was,
"With food, well I think in every diet history issues come up that become, a 
little more prominent of need to change and so I think that is a point of the 
diet history to try and help prioritise the changes that could be made or 
should be made and, to set the goals from there so it might be, you know 
fats for some people or meat serves for another person or the amount of 
alcohol so we set the appropriate goals, the question Til sometimes ask at 
the end is do you know what the three most important things you need to 
change with your diet so that we are both on the same wavelength and we 
discuss those sorts of issues." (19, pg5)
Metabolic control was addressed with goal setting related to meal 
distribution and serving sizes of different foods. Seven interviewees said 
that they would set goals for meal regularity or distribution. The size of 
different servings of food was also reported as important area for goals 
setting by four interviewees.
All but two interviewees reported that they set goals with their clients for 
physical activity. Three of the twenty interviewees said the setting of 
physical activity goals was a role that they shared with the diabetes 
educator. Of the two interviewees that did not set goals, one reported that 
she did not feel confident in doing so and she left this role mostly to the 
diabetes educator. The other worked in the inpatient setting and did not 
routinely set goals with her clients as other health professionals working in 
the community undertook this role.
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Three quarters of the interviewees said the purpose of encouraging physical 
activity was to set realistic goals with the client. This approach included 
encouraging clients to do some activity and to build on this with incremental 
increases. Of these interviewees two reported that the ideal level of activity 
was 30 minutes a day. One fifth of the interviewees said that they 
encouraged clients to work to the ideal levels of exercise. The 
recommended levels of activity reported by these interviewees were, 30 
minutes four to five times per week, 30 minutes e.g. walk three to five 
times per week, 30 minutes a day and to exercise most days.
An example of responses explaining how dietitians encourage exercise is 
outline below,
"In setting goals for physical activity I explain the benefits of having more 
muscle compared to fat for the better utilization of blood glucose. I explain 
that body weight alone doesn't explain health status. Exercise goals are 
discussed. Recommendations are based on every minute of activity 
counting, that it is not necessary to go to the gym and that incremental 
exercise is valuable. I encourage increase in exercise in increments." (002, 
pg2)
Five of the twenty interviewees referred to physical activity guidelines. Each 
of the interviewees referred to a difference source of information. These 
sources were National Heart Foundation, local physiotherapist, National 
Physical Activity Guidelines, State Health Department Guidelines and 
reference book, "Women Stay Young". One interviewee reported that there 
was disagreement about the recommendations for weight reduction. The 
other seventeen interviewees who set goals with clients did not differentiate 
between exercise for health and exercise for weight reduction.
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(i) Role of Goal Setting
All Interviewees reported that goal setting was an important part of routine 
dietetic practice, as they felt it was an important tool in assisting behaviour 
change and the achievement of better diabetes management outcomes. 
Interviewees suggested a number of reasons for why goal setting assisted 
management. Half of the interviewees reported that they believed that goal 
setting was important to set the direction for their client's dietary 
management. One third of interviewees felt that goals enabled the 
monitoring of progress by themselves and the clients. Goal setting was also 
reported, by a third of the interviewees, to assist reaching of specific 
outcomes. A fifth of the interviewees felt that goals enabled information to 
become targets actions for behaviour change. An example of responses 
regarding the role of goal setting was,
"Cos that is one of the main things you are there for, because you can only, 
you want to, look at behaviour change... so you are looking at, I think, one 
of the ultimate goals of changing the behaviour to further skills to manage 
their diabetes, so it is not knowledge, I mean you still need some base line 
knowledge, but knowledge isn't everything." (015, pgl4)
Another response was, "Well, I think if you don't have any goals you don't 
really make any progress and just go round in circles." (18, pgl2)
The consequence of not setting goals was linked to less effective dietetic 
interventions. Half of the interviewees reported that the absence of goals 
would leave their clients without direction and not sure about what to aim 
for. The likelihood of behaviour change was thought, by half of the 
interviewees, to be reduced without the setting of goals. Other concerns
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raised by a few of the twenty interviewees were that clients would have less 
motivation to change, as they would not know where they were heading 
(four interviewees) and there wouldn't be a way of monitoring progress 
(three interviewees). Two interviewees were concerned that inappropriate 
education would be provided without goals being developed, as the 
information discussed could be mismatched with people's lifestyles and 
abilities to change.
"Well it is being able to set individual goals and goals people feel like they 
can do, I mean there is no point in just giving a list of what to do, cos a lot 
of people are not going to do it. It is a matter of targeting for them and 
getting them to be involved in setting some goals and setting some changes 
so there is something to follow." (O il,  pg7)
3.5.3 Discussion
Goal setting is required in all areas of assessment including anthropometry, 
metabolic indicators, nutrition and physical activity. Psychosocial issues also 
need to be considered in the establishment of goals. The type of goal or the 
amount of change required to achieve a goal is linked to the individual 
client's health needs as identified in the assessment and by their ability to 
make changes. Goal setting was identified by interviewees and was included 
as recommended practice in the QBPG, NZSC and ANPG. The QBPG, NZSC 
and ANPG are referred to as Guidelines in the discussion.
Most interviewees established goals or targets as part of their usual 
practice. All of the interviewees supported the process of their clients 
setting goals. Interviewees clearly outlined the role of establishing goals as 
assisting behaviour change and achievement of outcomes. They also
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suggested that the review of goals was an important part of monitoring a 
person's progress with their diabetes management. The consequence of not 
setting goals was reduced behaviour change associated with poorer 
progress towards the achievement of outcomes.
Interviewees reported that nutritional goals were established to assist 
nutritional adequacy, dyslipidaemia, blood glucose control and other diet 
related conditions or diseases. The approach to weight management, 
including goal setting, differed between dietitians and is discussed in the 
monitoring outcomes section, 3.6.2 (ii). The interviewees identified that the 
focus of the nutritional goals in practice is on changes in type or quantity of 
food eaten. Nutrition research demonstrates the effect of nutrient and 
energy content changes rather than foods. This indicates a discrepancy 
between evidence and practice. To narrow the gap between evidence and 
practice the development of cuisines or patterns of eating, where the 
dietitian is confident of the macronutrient and energy composition provides 
one solution.
Interviewees discussed food changes with their clients in order to effect the 
energy, CHO, fibre, sodium and fat contents of the diet. Whilst these were 
the aims of nutritional management, the interviewees did not assess the 
energy and macronutrient content of the prescribed diet. As already 
highlighted in the education/intervention section this represent a deviation 
of practice from evidence. In the research setting the dietitian assesses 
whether the person is achieving the recommended prescription through 
validated assessment methods.
Sallyanne Knights, Part 3 Interviews with Dietitians 179
The interviewee responses did not indicate consistency in the dietitian's 
approach to goal setting or their role in goal setting within the diabetes 
team in the different work place contexts. The doctor, diabetes educator or 
dietitian set goals with the client for metabolic parameters. The diabetes 
educator or dietitian established goals with the client for physical activity.
It is recommended that roles of the Diabetes Team members in 
establishing goals with clients be clearly defined.
It is also recommended that goals are communicated between the 
members of the Diabetes Team and that these goals are reinforced 
by different Team members.
The goals established by the interviewees with the client for physical activity 
were variable and were not linked to a recognized guideline for exercise. 
The expertise of dietitians in exercise prescription was not consistent.
Goal setting rules consist of identifying manageable changes that will 
reduce the discrepancy between current behaviours and ideal behaviour to 
support health outcomes. The rules are defined by the requirements of 
diabetes and health management, the individual's ability to change and the 
dietitian's philosophy on diabetes management.
The Guidelines also recommended the establishment of goals for 
anthropometry, metabolic parameters, diet, physical activity and self 
management. The QBPG also identified client well being as a goal. Other 
than the anthropometric goals, the goals were not quantified, as the 
recommendation in the Guidelines was to establish them to suit the 
individual.
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The absence of defined physical activity targets as reported in interviews 
and the Guidelines raises the question whether dietitians are suitably skilled 
to establish appropriate exercise regimens for people with diabetes.
The dietitians' role in physical activity assessment, education and 
prescription requires further examination.
Research on goal setting for dietary change and behaviour change models 
among adults suggest that setting and reviewing goals supports positive 
change. Further research is required to identify how dietitians can 
effectively use the goal setting technique as part of the dietetic process to 
assist dietary change.
It is recommended that further research be undertaken in regards 
to the effective use of goal setting in dietetic management of type 2 
diabetes.
Strategies other than goal setting are available to assist dietary change. 
Interviewees' comments regarding the process of establishing goals and 
supporting behaviour change were not analysed as part of this research. 
The value of behaviour change theories to enhance the dietetic process 
warrants further exploration.
It is recommended that analysis of dietitian's practice in 
establishing goals and supporting behaviour change be further 
explored.
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3.6 Monitoring Outcomes
3.6.1 Theoretical Significance
The monitoring of outcomes allows health practitioners to evaluate the 
effectiveness of an intervention. The DCCT proved that intensive diabetes 
management, including dietary intervention, for people with Type 1 
diabetes results in improved glycaemic control and significant reductions in 
diabetes related conditions (4). The UKDPS also demonstrated for people 
with Type 2 diabetes, that intensive interventions reduce blood glucose 
levels, other risk factors and complications (5).
The UKPDS results demonstrated the importance of the management of 
hyerglycaemia and hypertension. The average reduction in HbAlc of 0.07% 
was associated with a 25% reduction in microvascular disease. Control of 
BP in hypertensive subjects reduced microvascular disease by 35%, stroke 
by 44% and diabetes related death by 32% diabetes (5). Dietary 
intervention was a component of the intensively managed group. 
Recommended targets for glycaemic control, blood lipids and BP for the 
management of Type 2 diabetes in Australia will result from the National 
Evidence Based Guidelines (7).
The effectiveness of dietary interventions has been discussed in parts 1 and 
2, however a closer inspection of the results of the ANPG RCT for medical 
nutrition therapy in Type 2 diabetes is warranted. The six month trial 
involved randomisation to either basic care (1 visit with the dietitian (1 
hour)) or practice guidelines care (3 visits with the dietitian (2.5 hours
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total)). Both groups achieved significant improvements in HbAlc and weight 
reduction was also significant. The practice guidelines care group also 
achieved significant reduction in fasting BGL and blood cholesterol levels 
(71). DPGD have also been shown to benefit outcomes for people with Type
1 Diabetes, where practice guidelines care resulted in more patients 
achieving improved HbAlc level at three months, 86% patients c.f. 53% 
improvement for usual care group (66). This suggests that adoption of 
DPGD improve nutritional outcomes for people with diabetes.
The monitoring of dietary change and corresponding metabolic outcomes 
has the potential to produce cost savings (67, 68). The cost effectiveness of 
the two interventions in the ANPG RCT for medical nutrition therapy in Type
2 diabetes has been reported (65). The cost effectiveness ratios for the 
basic care and practice guidelines care were $5.32 (US) and $4.20 (US) 
respectively. The cost effectiveness ratio was the cost per unit 
improvement in HbAlc and FBGL. This indicates that follow up with the 
dietitian is both clinically and cost effective.
The cost effectiveness of dietetic interventions for dyslipidemia has also 
been reported in the scientific literature (67, 68). Sikand et al (2000) 
reported on the effectiveness of dietary intervention for lipid lowering in 
non-diabetic male patients who had been noncompliant with niacin therapy 
and were due to commence statin therapy. After dietetic intervention only 
15 of the 30 patients required anti hyperlipidaemic medications, leading to 
annual cost savings of $27,449.10 or $638.35 per patient per year. Cost 
effectiveness was also estimated by comparing cost of MNT to statin 
therapy and cholesterol lowering results for both treatments. For each dollar 
spent on MNT, a $3.03 (US) was achieved. Similar cost savings have been
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reported for a six month RCT for healthy hypercholesterolaemic patients 
randomised to physician care or physician plus dietitian care (68). At six 
months 29% of patients visiting the physician only had commenced lipid 
lowering medication compared to zero in the dietitian group. At the 12 
months there was no significant difference in the two groups; the dietitian 
group maintained their improved profile and the physician only group 
achieved further improvements (68).
Whilst diet is recognized as the cornerstone of management for Type 2 
diabetes it is often reported as the largest problem area for adherence. 
Adherence has been reported as low as 50% in some studies (121). Dietary 
management fails for a number of reasons, sense of isolation from others, 
lack of support from family and friends, competing demands and a lack of 
commitment or motivation (121). Other factors may include incomplete or 
unclear education, the need to individualise education approaches and 
insufficient follow up with the dietitian.
It is important to refer to research to identify what has contributed to 
effective dietary interventions. In the research setting the assessment of 
compliance to the diet is essential and routine, as the researchers measure 
the effectiveness of a particular diet for the management of a condition or 
disease. Likewise in the clinical setting the dietitian needs to ascertain 
whether the dietary prescription has been adopted before reporting that diet 
has or has not been effective. Self report is a method by which follow up 
assessment for each of the components of diabetes self management, is 
undertaken. Whilst it is the most practical and cost effective method, it is 
only as reliable as the patient's recall or report (122). Self monitoring tools 
have been developed to assist with the monitoring of diabetes management
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however they have low validity coefficients when compared to criterion 
measures (122, 123). Dietitians can utilise dietary assessment tools and 
refer to indirect methods e.g. biochemistry and anthropometry to assess 
dietary compliance.
In the research and clinical setting, when dietary changes have not been 
adopted, the dietitian needs to investigate why. As part of the follow up 
assessment the dietitian needs to check barriers to change. Surveys of 
dietitians in regards to barriers to dietary change and techniques to 
overcome barriers have been reported (121, 124, 125). Dietitians identified 
five groups of barriers; lifestyle and competing demands, denial or 
perception that diabetes is not serious, poor understanding of the diet 
disease relationship, lack of self efficacy and misinformation from unreliable 
sources (121, 124) Regardless of the barrier, dietitians utilised the following 
strategies to assist patients; more education, better education, simpler 
education tools and language, referrals to other health professionals and 
building rapport (124). Dietitians used a limited number of the motivational 
strategies available (121, 125). The top five behavioural strategies, due to 
their effectiveness were, tailor the diet to the client's lifestyle, involve the 
client in decision making, promote exercise, promote SBGM and identify 
areas the client is willing to change (121). Further research is required to 
identify the most effective strategies to assist people overcome these 
barriers.
Appropriate follow up time and frequency also requires consideration (Table 
21). The current research and consensus for number of visits for people 
newly diagnosed with diabetes appears to suggest an initial consult followed 
by 3-4 consults within the first six months of diagnosis with an annual
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follow up thereafter (71, 75, 77, 79). An examination of reports relating 
number of visits to dietetic interventions is tabled below. Referring to 
research for guidance on appropriate follow up poses some problems. 
Norris's (1995) review of diabetes interventions indicates that studies that 
include follow up of 56 months were more effective, but most interventions 
do not have follow up periods > 1 year and these studies have mixed 
results. The follow up sample is often a select group of motivated 
individuals and not representative of the general population. The rate of 
contact also improves effectiveness with higher rates of patient practitioner 
visits, however Norris (1995) reported that outcomes in ten studies were 
not related to frequency and length of follow up.
Table 21 Follow Up Schedules - Research
Dietary
Intervention
Number of 
Visits
(Total Hours)
Time Period Outcome Follow Up 
(Months)
Source
Type 2 Diabetes Mean 4.64 6.4 months No. total visits 4 - 
8.6; related to BGL
Audit of usual 
practice (74)
Type 2 Diabetes 3 (2.5) 6 weeks 3 & 6 RCT (64)
Type 2 Diabetes 3 (2.5) First visit in 1 
mth of diagnosis
6 & 12
Recommended
NPG (71)
Lipids 3 (3) 
4(2)
8
44
Management for 12 
months
Trial (67)
Lipids 2-3 (1-2) 
1-2(1)___
3 months 
Next 3 mths
3,6 &12 Control Trial 
J68]__________
3.6.2 Interview Results
Interviewees either discussed the monitoring of outcomes or follow up 
arrangements within the key elements of practice, or they were prompted 
as to whether they monitored outcomes with their clients. Nineteen of the 
twenty interviewees included outcome assessment as part of their work. 
Eighteen interviewees reported that monitoring outcomes was part of their 
routine work. Of the two interviewees who did not routinely monitor 
outcomes, one was an inpatient dietitian and the other worked in a
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community health centre with an education focus. The community health 
dietitian did report that she reviewed progress with goals, with clients who 
attended review appointments.
All but one interviewee reported that they reviewed their clients' progress 
with lifestyle behaviour change goals as part of their outcome monitoring to 
ascertain changes they had made and barriers to behaviour change. 
Interviewees also monitored anthropometry and metabolic parameters. Half 
of the interviewees reported they monitored body weight and a quarter said 
they monitored both body weight and waist circumference. Half of the 
interviewees reported that they monitored biochemistry results (BGL, 
HbAlc, lipids) and another quarter reported monitoring BGL and HbAlc. A 
fifth of the interviewees said they monitored BP results. A few interviewees 
stated that they followed the outcomes that were relevant to the individual 
client and did not stipulate what these parameters were. An example of how 
this process was outlined,
"I like to look at what is happening with their sugars, so HbAlc and then 
their sugars they are testing at home, and then sort of trying to look at 
postprandials as well when they are testing them, looking at their lipid levels 
and then keeping a bit of an eye, depending on the person, on other 
biochem, what their creatinine, potassium or microalbuminurea, and then 
weight as well What has been happening with their weight, what is 
happening with their exercise and what dietary changes they have been able 
to put in place and what sort of barriers or difficulties they are having if 
any." (010, p ag e ll)
In response to a question regarding best practice, How would you like to 
see your practice in Type 2 diabetes develop in the future? Why? Four of
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twenty interviewees discussed the monitoring of outcomes in relation to 
future practice. Interviewees commented that they felt it was important to 
evaluate their practice and also demonstrate what interviewees contribute 
to diabetes management. Two interviewees reported they needed to 
increase the outcome focus of their work. One interviewee wanted to 
establish a nutrition database to assist the monitoring of client outcomes 
and one interviewee suggested that research in practice would help inform 
the dietetic profession about what works and does not work in clinical 
diabetes practice.
(i) Purpose of Monitoring Outcomes
Interviewees identified three main reasons for including the monitoring 
outcomes as part of their role. Most interviewees said that monitoring 
outcomes was required to check progress with diet related diabetes control 
and adjust the dietetic management plan appropriately to meet the 
individual's needs. One third of the interviewees said that it was necessary 
to reduce complications associated with diabetes. A quarter of interviewees 
reported that it provided positive feedback to and motivation for their 
clients to maintain lifestyle changes. Three different interviewees identified 
three additional roles of monitoring, to slow down the progression of Type 2 
diabetes, to identify which educational and behavioural strategies are most 
effective and client and interviewee satisfaction.
The interviewees expressed the importance of follow up similarly,
"I think it is very reflective on us as a dietitian, our profession, in providing 
education to the person with this chronic disease because it is a chronic 
disease and if we are effective we are able to minimize the progression of 
Type 2 diabetes." (008, pg!4)
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All but two interviewees reported that the impact of not monitoring diet 
related outcomes was the potential to reduce health outcomes for people 
with diabetes. Interviewees felt that clients might not make any changes or 
could make inappropriate changes if diet related outcomes were not 
monitored. Examples of the range of responses were,
"if they don't have someone monitoring their diabetes, diabetes is a 
condition that can be atrociously out of control and or even mildly out of 
control and causing damage and people don't actually realize it until they 
have got complications...unfortunately diabetes is very easy to ignore until it 
is too late and that is the problem not being able to follow people up." (014, 
pg20)
In regards to inappropriate food choices, one interviewee explained, 
"people make errors with food selection based on other sources of 
information, this is the value of them seeing the dietitian every few 
months." (018, pgl5)
One interviewee highlighted that a person's risk factors could change over 
time and the management plan would require adjustment,
"Every patient should see a dietitian at diagnosis, 2 yearly for review and 
update and at times of change of treatment. The medical profile also 
changes. In obesity management it has been shown that more follow up 
leads to more success." (003, pg8)
Some interviewees felt that it did not necessarily have to be the dietitian 
that monitored the outcomes. A quarter of interviewees reported that 
another health practitioner could monitor the outcomes and fifth of 
interviewees reported that the client could self monitor.
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(ii) Weight Management
Responses indicated a variance of practice, in weight management, between 
interviewees. As already discussed interviewees monitored body weight and 
waist circumference, however their attitudes to weight management varied. 
Three of twenty interviewees identified that weight management was a 
primary goal for the management of diabetes and would routinely discuss 
the importance of weight management with clients. Another three 
interviewees reported they felt that weight management was related to 
health improvements, however may choose not to discuss weight 
management with clients if they felt weight reduction was not achievable.
Eight interviewees reported that weight reduction was difficult and that 
attaining goal weights is not achievable, so would seldom set goals with 
clients. An example of responses related to weight loss goals included,
"Often patient's goals for weight reduction are too high and they don't really 
understand what is required in order to reduce their weight by 1kg." (002, 
pg2)
A fifth of the interviewees avoided setting targets for body weight with 
clients and reported that they advised their clients that weight loss was a 
bonus, two of these interviewees said that they aimed for weight stability. 
One third of the interviewees felt that biochemical improvements were more 
important than weight reduction. A summary of this view was,
" three things, number one is don't put anymore weight on, number two is if 
you lose anything it is a bonus....the bottom line is in the end what you 
blood sugar is doing". (005, pg4)
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Another interviewee explained,
"if the patient is overweight and they are wanting to loose weight I try to 
put them in a more positive light, of making sure the blood glucose levels 
are controlled rather than focusing on they must lose half a kilo and within a 
certain length of time, so focus on maintaining blood glucose levels and 
certainly talking about trying to maintain blood fats in the normal limits as 
well". (009, pg4)
Two of the twenty interviewees said that they would discuss a rate of 
weight loss, rather than a target body weight. One third of interviewees 
reported that it was more important to focus on the lifestyle changes made 
by clients than their client's body weight and an example of this response 
was,
"there is enough evidence to suggest that you get a lot of benefit for change 
to the diet in managing diabetes without necessarily loosing weight, so I 
guess I get them to focus on making those changes, not losing weight". 
(Oil, pg5)
A few interviewees said that if weight loss was achieved then it was 
important to avoid weight regain i.e. weight rebound.
Responses related to the types of goals established for weight reduction 
indicated a variance in practice. Twelve of twenty interviewees established 
anthropometric goals with their clients, with four of these interviewees 
setting the goal based on their client's request to reduce weight. Three 
interviewees set goals based on a defined amount of weight reduction in a
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set period e.g. 3 or 6 months. One interviewee established the amount of 
desirable weight loss on a percentage reduction of starting body weight,
"weight loss goals are more individual for patients and between dietitians, 
0.5 -  1.0kg/wk to be achieved in a month with a goal for total reduction of 
5-10% body weight is overweight or obese over a six month 
period....Desirable health benefits can be achieved with this amount of body 
weight reduction, where as reaching a goal weight might not be." (003, pg7)
Two interviewees said that they would establish rate of weight loss goals 
e.g. 0.5 kg per week or 1 kg per month. Two interviewees set first goal 
targets for weight reduction e.g. 3 kg or 5 - 10 kg. Two interviewees set 
waist reduction goals, one recommended 1 -2 cm per month and the other 
encouraged progress to the NHF recommendations for waist circumference.
Interviewees considered their client's weight and dieting history in choosing 
a weight management approach. A quarter of interviewees referred to the 
client's weight history in regards to setting goals. A fifth of the interviewees 
said that overweight people know that they are overweight and three 
interviewees reported that interviewees need to be sensitive to their clients' 
body image and self esteem. An example of responses from interviewees 
who promoted weight reduction was,
"they're aware that they are overweight and they are aware that weight loss 
is an integral part of improving their position, you are aiming for weight loss 
and you know if we (dietitians) are too precious about not encouraging 
weight loss and they want to loose weight this is going backwards...., "yes I 
do not assess some people, I don't even weigh them but for other people I 
think that they will feel more motivated by it". (018, pgl2)
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Two interviewees felt that a non-dieting approach was necessary to assist 
people who had a dieting history,
"eating well, enjoying your food, not thinking you are on a diet and doing 
some exercise just before you get worried about the weight because the 
weight will take care of itself to a certain extent". (014, pgll)
One interviewee reported that it was not appropriate to focus on body 
weight targets for people who had an eating disorder.
(Mi) Appointment Schedules
The importance of scheduling follow up appointments was highlighted as a 
key element of practice. Fifteen of the twenty interviewees provided 
information on their individual appointments and/ or education sessions. 
Information was provided on waiting time, length of individual consults and 
group programs. The average group program length was 3 weeks with 
nutrition education contributing to one or two sessions. Please refer to Table 
22 .
Table 22 Appointment Details
Aspect of education Number of 
interviewees
Average Range
Waiting time 5 2 - 1 2  weeks
Length Initial Consult 11 50 minutes 30 - 90 minutes
*
Lenqth First Review 9 30 minutes 15 - 45 minutes
Lenqth of Group Program 8 3 weeks 2 - 6  weeks
Time allocated to nutrition 
in the Group Program
5 150 minutes 60 - 180 minutes
* One interviewee reported her initial consult being 90 m inutes of which 30 m inutes was for 
adm inistration.
All but one interviewee reported follow up schedules. The inpatient dietitian 
did not have follow up appointments with her clients, as this was the role of
Sallyanne Knights, Part 3 Interviews with Dietitians 193
the community dietitian. Twenty five responses were obtained for follow up 
schedules, as six interviewees provided two types of management 
programs. Sixteen of the management programs commenced with an 
individual appointment and nine with a group session. The management 
programs that commenced with an individual consult provided follow up 
consults. It was not possible to determine the average number of follow up 
consults for all programs, as six interviewees reported that this was 
determined on a case by case basis. The follow up schedules are outlined in 
the table below.
Table 23 Follow Up Schedules - Practice
Appointment No.
Programs
No.
Interviewees
Average Range
Number of 10 2.7 2 - 6
Individual Consults 
post initial
appointments appointments
Timing of First 
Review *
12 1 - 2  weeks
Timing of First 4 Within 2 weeks
Review (Public) * 2 Within 8 weeks
2 Within 12 weeks
Timing of First 
Review (Private) *
4 2 weeks 2 - 3  weeks
* The tim ing of the first review consults is the num ber of weeks, post the initial consult.
Four of the nine group education programs did not include individual follow 
up as routine practice. One of the group education programs provided the 
first follow up as another group session with an individual appointment 3 
months after the second group. The interviewee reported that the planned 
follow up time for the second group was 2 weeks, however an increase in 
demand for her service extended the waiting time to 3 months.
Two of the other group programs included an average of two individual 
review consults; one interviewee reported that the first review appointment 
would occur within 2 weeks of the group session and annual review was
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recommended. One of the group programs included an average of three 
follow up appointments at 2 weeks, 6 weeks, 18 weeks and an annual 
review was encouraged. Individual follow appointments were also 
recommended for the remaining group program and the number and timing 
of appointments was determined by the client's needs. Seven of the twenty 
interviewees reported that a barrier to providing appropriate follow up was 
lack of time (dietetic resource).
In addition to responses regarding future practice and education, nine 
interviewees felt that the timing and spacing of their appointments required 
review to optimize the effectiveness of the education or monitor client 
understanding and progress. All of the interviewees reported that the 
number of review appointments needed to be increased to cover all of the 
essential education topics and follow up. Responses were similar and 
example is given below,
"Without reviews it is hard to gauge whether people have understood and 
are able to adopt recommended changes. People may let things relax 
without review. I am not wanting to develop a dependency, but people can 
change behaviours without recognising the impact it has on their diabetes 
e.g. introduce a new food habit and not realize that it will undo the positive 
changes already make. More dietitians need to provide follow up." (002, 
pg9)
Two interviewees reported that ideally the dietitian would see clients within 
two weeks of diagnosis. Their experience had shown that after a six week or 
longer waiting time from diagnosis that client's were less responsive to 
seeking and taking up information from a dietitian or less likely to be 
referred.
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Example of the interviewees' views were,
"to see them probably within two weeks of diagnosis to have more available 
follow up... over the last year I would say that because people have not 
been, can't be, seen for six weeks that we get more new client cancellations, 
they feel like they can just manage it" (015, pg l9)
"I think that it also limits, sometimes, educators or doctors referring to the 
service because they know there is a waiting list and oh well this person 
probably really doesn't need to see a dietitian, even though it might be very 
useful to them" (010, pg l4)
One of these interviewees suggested that two weekly follow up visits post 
the initial consult would allow for an effective education process. One 
interviewee felt that a two yearly recall system would assist update and 
review of nutrition management for people with diabetes whose risk factors 
and clinical management changed with time. Another interviewee felt that 
the review of her appointment schedule would allow for adequate 
assessment as well as follow up.
3.6.3 Discussion
Interviewees reported that they monitored achievement of goals including 
lifestyle and behaviour changes related to food choices and physical activity 
and the affect of goal achievement on outcomes, anthrompometry and 
metabolic parameters. The follow up, involved assessment and 
renegotiation of goals to aid progress to the desired outcomes. This process 
was also recommended in the Guidelines (QBPG, NZSC, ANPG).
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All dietitians interviewed recommended the monitoring of diabetes 
outcomes as part of routine dietetic practice. The purpose of monitoring 
outcomes was described as improving diabetes management and reducing 
diet related complications of diabetes through the appropriate adjustment of 
the diet and provision of feedback and motivation. Interviewees reported 
the consequence of not monitoring outcomes as a reduction in the 
achievement of diet related outcomes. The value of the client self 
monitoring or receiving monitoring support from other health professionals 
warrants consideration, as this would free up dietitians' time to focus more 
time on dietary assessment and intervention.
Weight management approaches used by interviewees differed due to their 
differing philosophies on weight management. This was reflected in the 
establishment of goals and monitoring processes undertaken by 
interviewees. No consistent rules to anthropometric assessment or weight 
management were identified. The interviewees defined their own rules 
based on their own philosophy or on the clients' requests. The Guidelines 
recommended weight reduction and specified targets; 5-10% in the QBPG 
and the NZSC and ANPG recommended a 0.2 - 0.5 kg/wk reduction.
The inconsistency in approach to goal setting for weight management by 
interviewees poses a number of questions that may be useful in directing 
future research;
• What is the best approach to set achievable and effective goals for 
weight reduction i.e. result in sustainable health improvement?
• What is an achievable weight loss?
• What are the most effective diets and/or levels of exercise to achieve 
weight reduction?
• Does the dietitian's belief that weight loss is not achievable or difficult 
to achieve affect the client's ability to reduce their weight?
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It is recommended that the development of dietetic weight 
management practice guidelines be considered.
Responses from the interviewees indicated that the dietitians' ability to 
monitor client outcomes is related to their allocation of time for follow up 
appointments (resource dependent) and the client's willingness to attend 
review appointments. The Guidelines all recommended dietetic follow up as 
part of dietetic practice. All the Guidelines recommended a review 
appointment 2 weeks post the initial appointment. The NZSC recommended 
further follow up at the dietitian's discretion where as the QBPG and ANPG 
outline more specific recommendations for follow up. The ANPG were the 
most prescriptive in regards to appointment length, content and the follow 
up schedule.
It is recommended that further research be undertaken to identify 
the most effective follow up schedules (time, frequency) in relation 
to dietary change related outcomes for diabetes management.
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3.7 Best Practice
3.7.1 Theoretical Significance
Best practice for the dietary management of Type 2 diabetes involves the 
application of the best available evidence in clinical practice to achieve 
patient outcomes. The importance of linking research and practice was 
discussed in Part 1 Section 2.0. Best practice therefore aims to match the 
scientific evidence with the individual patient's needs. Evidence based CPG 
educate patients and health professionals about current best practice by 
making evidence based standards explicit and accessible. They assist health 
professionals with objective decision making required in the development of 
health management plans. Best practice as directed by evidence based CPG 
can improve the cost effectiveness of health services.
The role and purpose of CPG and the recommended development process 
for evidence based CPG (NHMRC 1999) were outlined in Part 1 Section 3.0 
and Part 2 Section 1.0. As reported previously, the system recommended 
by the NHMRC regards the RCT as the highest form of evidence (refer table 
5, page 37). Due to the nature of dietary interventions, RCTs are not always 
appropriate for a variety of reasons (Part 1 page 28). To understand best 
practice for dietitians working in Type 2 diabetes and to develop DPGD it 
will be necessary to refer to other forms of research, including qualitative 
research.
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3.7.2 Interview Results
Interviewees' views on best practice were obtained from their answers to 
the question, 'what do you consider best practice for a dietitian in Type 2 
diabetes? Why?' Responses to this question identified the elements of best 
practice and what was required to attain and maintain best practice. The 
components were identified as completing the Dietetic Process, being 
Patient Focused and working within a Diabetes Team. Supports for best 
practice were reported as Dietetic practice guidelines for diabetes, 
Continuing Professional Development and Research & Quality Assurance.
(i) Dietetic Process
Half of the interviewees reported that the completion of the Dietetic 
Process, assessment, education, goal setting and monitoring of outcomes, 
contributed to best practice. The role of these activities has been already 
discussed in Part 3 Sections 3.2-3.6.
(ii) Patient Focus
Interviewees identified five components of Patient Focus. Half of the 
interviewees reported that the dietetic intervention needs to be 
individualized, a quarter said that they process need to promote self 
management and a few interviewees promoted a holistic approach. One 
interviewee recommended the inclusion of the family in the intervention. 
The interviewees felt that patient focus would increase the rate of adoption 
of behaviour change and the effectiveness of the intervention.
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(iü) Diabetes Team
Eight of twenty interviewees reported that working as part of a Diabetes 
Team constituted best practice. Four of twenty interviewees described the 
team as a multidisciplinary team of experts, two reported that contact with 
the general practitioner was important and two interviewees suggested that 
where the team was not established being able to refer onto other health 
practitioners with expertise in diabetes was necessary. As already 
discussed, Part 3 Sections 3.2-3.6 interviewees felt that the team approach 
increased communication between the different health practitioners and 
provided opportunity for skill development.
(iv) Dietetic Practice Guidelines for Diabetes
Half of the interviewees recommended that DPGD be developed to inform 
best practice and one interviewee reported that a standard approach was 
needed by dietitians to the management of diabetes. A few interviewees felt 
that Guidelines would provide direction for a standard approach for 
dietitians and minimize inconsistencies. One of these interviewees 
suggested that the Guidelines include standards for weight loss targets, 
biochemistry targets and recommended education approaches that support 
behaviour changes. An example of responses regarding Guideline contents 
was,
"I think that HbAlc, just being aware of what the targets are, being aware 
of blood glucose targets, cholesterol targets, BP targets... but then as I said 
not necessarily just numerical targets but just looking at guidelines for 
counseling skills and behaviour strategies and what is realistic." (015, pg21)
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Another interviewee also encouraged the inclusion of both clinical 
management standards and approaches to improve the psychological 
process of behaviour change and chronic disease management. This 
interviewee also suggested that the DPGD would be useful for dietetic 
students, so a consistent approach to practice was established early in the 
dietitian's career. A few interviewees recommended that the DPGD be 
evidence based. Two interviewees raised concerns that existing practice 
guidelines presented the ideal world and not reality and that future 
guidelines allow for flexibility between different dietetic services e.g. private 
practice interviewees provide shorter consults but a higher number and 
frequency of appointments,
"when you thought about it often ideal practice is very difficult to implement 
and it might also be unrealistic.... It doesn't mean that best practice is 
defined by clinical outcome measures for me anyway it is really defined in 
terms I guess client satisfaction but also trying to provide education and 
increase their confidence and their ability to self manage" (013, pgl7)
Another interviewee defined the role of Guidelines as, "not able to give exact 
best practice but what should be included as components of best practice". 
(003, pg6)
(v) Continuing Professional Development (CPD)
Twelve of the twenty interviewees identified CPD as supporting best 
practice. Three areas were identified as current needs for education, 
counselling, diabetes educator tasks and management of polycystic ovarian 
syndrome (broader area of insulin resistance syndrome). Seven 
interviewees identified counselling as an area of CPD need. Four
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interviewees highlighted the need for dietitians to develop skills in the area 
of change management, helping clients to work through barriers to change 
and problem solving. Two interviewees felt that CPD was needed in chronic 
disease management and one interviewee reported she wanted to develop 
skills in assisting patients to self manage their diabetes. An example of 
responses regarding behaviour change is given below:
"The way I would like to see it develop would be in offering, if we could find, 
a good program that would make behaviour change easier and I don't know 
that we can, but it is the direction I would probably like to see it (my 
practice) progressing" (013, pg l6)
In response to questions on future practice, How would you like to see your 
practice in Type 2 diabetes develop in the future? Why? half of the 
interviewees highlighted professional development needs. Five of the twenty 
interviewees reported the need to expand counselling and education skills to 
improve the effectiveness of the dietetic intervention. Two interviewees felt 
that they needed additional skills in assisting their clients with behaviour 
change that would support diabetes management. One interviewee was 
interested in understanding the difference between simple and more 
complex advice given in the education session. One interviewee wished to 
undertake a project incorporating the client's requirements into the design 
and scope of diabetes nutrition education programs. Another interviewee 
felt that she required additional support with the management of clients 
with eating disorders and suggested that being part of an eating disorders 
team could assist her and the clients with the management of their 
diabetes.
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A quarter of the interviewees wished to undertake professional development 
in areas they had identified a deficit of skills or understanding. One 
identified the need as a sole practitioner to access general diabetes 
updates, another sole practitioner felt the development of professional 
networks were important, one interviewee planned to develop skills to take 
waist circumference measures and another identified the need to be able to 
educate clients to use home blood glucose monitors. Another interviewee 
who was an Accredited Diabetes Educator with Australian Diabetes 
Educators Association felt that she needed to clarify her role as a dietitian 
and educator. She felt that there was an overlap between what the dietetic 
and diabetes educator roles covered in diabetes management.
In discussing what constitutes best practice a few interviewees suggested 
that they felt there was a different approach to diabetes practice 
undertaken by diabetes dietitians compared to non-diabetes dietitians, due 
to experience and competing demands. This was expressed by an 
interviewee:
"I think those of us who are specialists in diabetes practice we probably 
have quite a different approach or perspective from dealing with it all the 
time ... still a lot of dietitians see diabetes a bit like overweight, it is 
something that is there all of the time but it might not be the most urgent 
part of their practice or it might be not something they spend a lot of time 
o n " (014, pg23)
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(v i)  Research & Quality Assurance
Three of the twenty interviewees identified the need for future research in 
the dietetic management of Type 2 diabetes. Their comments have been 
summarized as research questions in Table 24. One interviewee offered a 
way to establish dietetic research in the clinical setting,
"Universities could set up the research projects and protocols for practice 
dietitians to implement, so that research is of a consistent and high standard 
to back up evidence based practice. There is a time limitation for research in 
the clinical setting so we need as much support as we can get. Collaboration 
between practice dietitians and universities is important, doctors do it." 
(003,pg5)
Two interviewees promoted the value of quality assurance programs within 
their services to inform dietetic best practice and monitor dietetic outcomes. 
As previously highlighted research questions have been identified during the 
literature review, audit and dietitian interviews (tabled below), these are 
further discussed in Part 4.
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Table 24 Research Questions from Interviewees
Assessment What level of dietetic assessment produces the best outcomes in 
Type 2 diabetes?
Education Is advice based (practical food based) education more effective 
than concept based (theoretical disease physiology and nutrients) 
education?
What is the best approach to nutrition education in Type 2 
diabetes?
What is the best approach for weight management in Type 2 
diabetes?
Goals What types and quantities of CHO and fat are recommended for
Type 2 diabetes?
What are the recommended percentage macronutrient components 
of the diet?
What are the dietary recommendations for someone with Type 2 
diabetes and coronary artery disease?
Are dietary antioxidants useful in the prevention and treatment of 
neuropathy and retinopathy?
What is the best time to introduce dietary intervention for the 
management of renal disease?
Monitoring How often do dietitians need to follow up clients to achieve better 
results e.g. fortnightly visits compared to another time period?
What is the effect of client attitudes and beliefs to cope with 
change?
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3.7.3 Discussion
Interviewees considered the dietetic process an important component of 
best practice in the dietetic management of Type 2 diabetes. The QBPG, 
NZSC and ANPG also recommended the inclusion of the dietetic process, 
assessment, education/intervention, goal setting and the monitoring of 
outcomes. As previously recommended the dietetic process should be 
included in the Australian DPGD.
Patient focus as described by the interviewees was also included in the 
Guidelines. In line with the interviewees the Guidelines recommended an 
individualised approach that promoted self management. Evidence, already 
discussed Part 3 Sections 3.2-3.6, also suggested that patient centred 
counselling, assessment of stages of change and application of behaviour 
change theory is beneficial in assisting dietary change. It is recommended 
that an individualised approach and the promotion of self management be 
included in the Australian DPGD.
Interviewees reported that best practice in the management of Type 2 
diabetes is a team approach. The Guidelines also recommended a Team 
approach to diabetes management and identified the dietitian as the 
nutrition expert within the team. It is recommended that the dietitian's role 
in the team be further clarified to avoid duplication of tasks. The flexible 
competencies included in the QBPG warrant further consideration for 
inclusion in the national DPGD.
Half of the dietitians interviewed recommended that DPGD be developed to 
support best practice, however they did not suggest a process to develop
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the Guidelines. A few dietitians recommended that the Guidelines be 
evidence based. The development processes undertaken for the QBPG, 
NZSC and ANPG deviated from the NHMRC recommended process in five 
areas outlined under subheadings below.
Membership of the coordinating panel
The representation of different health professionals (including clinicians, 
researchers, planners and economists), as recommended by the NHMRC has 
many merits. As identified, diabetes is not a disease managed by one health 
profession. The representation of other health professionals on the panel 
provides an opportunity to clarify roles and to promote the dietitians' 
expertise in nutrition and dietetics. Input regarding research, planning and 
economics is also beneficial for implementation, evaluation and review of 
guidelines.
Literature review process
The gold standard literature review and grading process should be 
considered for the development of the Australian DPGD as it provides a 
process that is known to other health professions and standard method for 
finding and rating evidence. The preliminary literature review and dietitian 
interviews have identified literature review questions that could be applied 
to a systematic literature review process. The undertaking of a systematic 
literature review is resource and time intensive. Funding would be required 
to assist this. The process should be delayed until the recommendations 
from the national evidence based guidelines are released.
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Consultation process
A transparent process of consultation and inclusion of feedback into 
recommendations within Guidelines is also a preferred method. It 
demonstrates which recommendations have been reached through 
consensus and who contributed to the recommendations. A method for 
reaching consensus and a systematic approach to documentation is required 
as utilised for the development of the QBPG.
Plans for implementation, evaluation, review and research
Funding is also required to support implementation, evaluation and review 
of clinical practice guidelines. The ANPG were the only Guidelines evaluated. 
The identified areas of research would also require funds to support further 
investigations. An efficient way would be to establish national research 
collaborations with universities and other relevant research and diabetes 
organisations.
Consideration of legal issues related to Guidelines
A legal disclaimer to protect the organizations(s) involved in the 
development of the guidelines and the practitioners is recommended, as 
included in the QBPG and ANPG.
Further to this, the total presentation of the guidelines needs to be 
considered. Documentation of the development process needs to be 
accessible to the reader, so the final guidelines document could reference a 
supporting process document. The structure of the guidelines would ideally 
support ease of access to relevant dietetic practices and recommendations.
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Interviewees identified a number of elements for inclusion in the Australian 
DPGD. These elements have been grouped together to describe the dietetic 
process. Recommendations for specific components of assessment, 
education/intervention, goal setting and the monitoring of outcomes have 
been made in Parts 2 and 3 and are summarised in Part 4.
Continuing professional development was identified as a requirement for 
maintaining best practice. Interviewees identified a number of areas for 
knowledge and skill development.
It is recommended that consideration be given to the professional 
development topics identified in this research for inclusion in DAA 
CPD activities.
A few interviewees identified the need for further research & quality 
assurance activities in the dietetic management of Type 2 diabetes. As 
already stated gaps in evidence were also identified in the literature review 
and the critical review of the Guidelines' development processes. There has 
been a consistency in areas of need for future research between responses 
received from interviewees and the review of the literature and Guidelines. 
Recommendations for further research have been made in Parts 2 and 3 
and are summarised in Part 4.
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3.8 Sum m ary
The interviewees described their work within the boundaries of the dietetic 
process. Each component of the process was considered equally important, 
however some elements within assessment, goal setting and follow up were 
identified as roles that could be undertaken by other practitioners within the 
diabetes care team. The dietetic/nutritional components of the process were 
identified as the role of the dietitian. Interviewees' descriptions of practice 
were in line with recommendations in the QBPG, NZSC and ANPG.
The rules that interviewees applied to the dietetic process were related to 
the individual person seeking assistance with diabetes management. Factors 
considered by the interviewees were other diet related risk factors and the 
person's willingness and ability to change behaviours. The dietetic process 
provided the framework for interviewees to individualise management 
plans.
The consequences of not keeping to the dietetic process were the provision 
of incorrect or standardised advice leading to the worsening of diabetes 
metabolic parameters and health outcomes. Interviewees expressed that 
dietitians were best placed to provide correct and relevant dietary 
assessment, advice and follow up.
Interviewees identified the dietetic process as best practice and reference to 
evidence based DPGD as supporting this. Areas of current practice that 
deviated from evidence were nutritional assessment, establishment of food 
based rather than nutritional goals and weight management. Approaches to 
the assessment, encouragement and monitoring physical activity varied,
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this was also evident in the Guidelines. Interviewees identified that 
additional skills in counselling and behaviour change would support their 
work.
Dietitians' current practice and views on best practice support the adoption 
of the ANPG as reported in Part 2, however it is recommended that:
• Resource implications of introducing DPDG be considered
• The defining of roles within the diabetes care team be undertaken as 
a priority
• CPD to support dietitian's practice be included in the DAA CPD 
program
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Part 4 Summary of Recommendations
The first part of this thesis compared and contrasted three sets of existing 
dietetic practice guidelines for diabetes (DPGD) from Queensland, New 
Zealand and America, for development processes and content. The National 
Health and Medical Research Council (NHMRC) recommendations for clinical 
practice guidelines (CPG) development were used to critique the 
development processes. The Queensland and American guidelines better 
matched the NHMRC recommendations for guidelines, however they were 
funded projects. Funding is particularly important to support systematic 
literature reviews, consultation, dissemination and implementation, 
evaluation and revision processes.
The guidelines chosen were known to the researcher and may not represent 
the best way to develop DPGD. Likewise both strengths and limitations of 
the NHMRC process have been raised. How can we know that any one of 
these processes is superior or the best process? The process that best 
supports the achievement of improved health outcomes is preferred. As 
outlined in this thesis there are many aspects to the development of CPG 
that affect both content and implementation. If the content does not reflect 
best practice or best practice as described in guidelines is not implemented, 
then improvements in health outcomes will not be achieved.
To add to the complexity of DPGD, diabetes care is a team effort and relies 
on practitioners and the person with diabetes working together. The 
implementation of DPGD assists the dietitian and client, but may not 
influence other team members. This raises the importance of having
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appropriate representation on a CPG panel to increase cooperation and 
adoption of resulting guidelines.
The second part of the thesis described current dietitians' practice for the 
dietetic management of Type 2 diabetes and their views on best practice. 
The description focussed on the dietary management of people with 
diabetes being treated by "diet only" in the outpatient setting. The contexts 
represented in this study were diabetes centres, hospitals, community 
health centres and private practice. Recruitment to the study was achieved 
using a purposive sampling framework and workplace contexts were 
adapted from Dietitians Association of Australia (DAA) membership data. 
The sample of 20 dietitians (interviewees) was adequate to exhaust themes 
and represented 17% of diabetes dietitians special interest group 
membership in Australia.
Interviewees reported that they followed a standard process, the dietetic 
process, which involved assessment, education/intervention, goal setting 
and the monitoring of outcomes. Their descriptions were consistent with the 
Guidelines reviewed in the thesis and also the literature review on dietetic 
practice, however there were elements within their description that deviated 
from what could be referred to as evidence based practice. Gaps between 
theory and practice were identified in relation to:
• Dietary assessment methodology
• Access to relevant assessment data e.g. results, medical history
• Description of goals for dietary change e.g. food based rather than 
nutrient based
• Description of heath outcome targets (not as specific as research 
studies)
• The dietitian's role within the diabetes healthcare team (not always 
clear)
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Gaps in evidence to define dietetic practice were also identified and related
to:
• Dietary prescription
• Weight loss targets
• Education approaches incorporating behaviour change and self 
management theories to support dietary change
• Ideal follow up schedules to support dietary change and achieve health 
outcomes
Current practices and views on the use of artificial sweeteners and 
supplements were not investigated in this thesis, however may be 
considered for future research. Further research is recommended for the 
dietetic management of people with Type 2 diabetes requiring oral 
hypoglycaemic agents and/or insulin. The dietetic management of people 
with diabetic renal disease and other diabetes related complications and/or 
comorbidities were beyond the scope of this thesis, but warrant 
investigation.
Interviewee's identified five components of best practice; the dietetic 
process, patient focus, the diabetes team, DPGD, continue professional 
development and research and quality assurance. The dietetic process has 
been outlined above. Interviewees commented that the patient needed to 
be involved in their management of diabetes, but did not define how to 
achieve this, or what the patient expected from the dietitian. The value of a 
team approach was outlined by interviewees, however as raised above, 
roles require further clarification to avoid duplication and also to maximize 
the dietitian's expertise in dietary assessment, prescription and education. 
The development of DPGD was suggested by half of the interviewees. CPD
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and research and quality assurance were also Identified as contributors to 
best practice.
Whilst the second part of the thesis aimed to identify current practice and 
also dietitians' views on best practice we need to question, "how can we 
disentangle what is social expectation among a group of practitioners 
compared to best practice?" The comparison between the Guidelines and 
dietitians responses provided some reassurance that the dietetic process 
represents best practice. The identification of consistency between 
interviewee responses and a systematic review of the scientific literature 
would add further support to this. The process recommended by the NHMRC 
for CPGs provides an objective and evidence based approach to define best 
practice. The development of practice focussed research is also required, as 
gaps in evidence exist. The establishment of a coordinated approach to 
research would assist the further definition of best practice for dietitians.
The results of this research support the development of Australian DPGD to 
improve health outcomes for people with diabetes. The initial adoption of 
the ANPG would progress this. It is interesting to explore the desire to 
improve health outcomes for a chronic disease lifestyle related disease such 
as Type 2 diabetes from an economical and social perspective.
The focus of health reform is mostly about cost saving measures. Whilst 
CPG may improve health outcomes to achieve cost savings there might be a 
need to look beyond immediate costs, such as employing more dietitians, to 
savings in pharmaceuticals and potential long-term reductions in 
complications. Interviewees expressed that DPGD recommendations needed 
to be realistic and allow for different health settings. Ways to support
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implementation in the workplace include defining roles within diabetes team 
and adopting service models that allow for adequate assessment and follow 
up.
The better utilization of the health care team will allow practitioners to focus 
on their areas of expertise, reduce duplication of services and service 
delivery costs and potentially improve outcomes. The adoption of guideline 
care without a change in the service delivery model may see the dietitian 
faced with the dilemma of seeing less people. What would this mean to the 
health care system? What would be achieved and how would clients view 
the system? Is there a social benefit for people returning to the dietitian 
and how would this be evaluated if the number or type of visits were 
changed? These issues support the need for thorough consultation on DPGD 
development and plans for implementation and evaluation.
The introduction of guidelines might also reflect the litigious behaviour 
within society, through consumers demanding a "fail safe" level of care and 
also by practitioners wanting to be protected from legal action. A gap has 
already been identified in this thesis between theory and practice, so will 
the introduction of evidenced based guidelines improve health outcomes? 
And CPG are only effective if they are used. This again highlights the 
importance of the development process and the content. Guidelines shift 
the responsibility solely from the practitioner to an equal partnership 
between the practitioner and client in the decision making required for 
health care. It is important for the health practitioner to understand client 
expectations and it is also important that the client assumes responsibility 
for their health. Research regarding client expectations of health services 
and their role in health management is warranted.
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The main recommendation from this thesis is that the American Nutrition 
Practice Guidelines be adopted in Australia. The suggested process for the 
adoption of the ANPG and later adaptation of these is outlined in Figure 1. 
The initial step to support this process is the publication of the results of 
this research, followed by formal consultation with Australian dietitians. The 
flow chart (Figure 1) aims to show important links between organisations 
and tasks. It is not meant to suggest that DAA would be responsible for the 
Australian DPGD committee or the establishment of a collaborative research 
group, however DAA may have a coordination role. In addition the proposed 
recommendations could be transferred to other areas of clinical practice, 
which is of interest to DAA and APDs. The dotted lines to the National 
Evidence Based Guidelines project indicate that work on dietetic guidelines 
ideally would occur in collaboration, as the national project is still producing 
guidelines that could inform dietetic practice.
Figure 1 also identifies and groups recommendations (Rec). The three main 
task areas in Figure 1 are CPD, practice and research. Whilst these are 
depicted separately they are intimately interrelated. CPD and research 
assist dietitians to improve practice and practice informs research by 
highlighting gaps in evidence. It is suggested that the recommendation for 
CPD topics be surveyed with APDs and should support exist in the wider 
membership, then CPD programs could be established.
The initial practice recommendation is to adopt the ANPG. This may occur 
through consultation coordinated by DAA with APDs directly, or as outlined 
in Figure 1 be coordinated by a DPGD committee. As already stated the 
benefit of having multidisciplinary membership on such a panel is to 
increase adoption of the guidelines and also to assist in defining the roles of 
diabetes practitioners. Recommendations for the adaptation of the ANPG
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would require coordination by the DPGD committee. It is suggested that 
work commence on flexible competencies for diabetes practitioners and the 
clarification of the dietitian's role in assessing, prescribing and monitoring 
physical activity. These are considered priorities, as they were the areas of 
most variability in the Guidelines and interviewee responses. They could 
potentially have a large impact on health outcomes. In addition dietetic 
practice guidelines for weight management and nutritional assessment are 
two separate projects that could greatly improve the consistency of 
practice. These are projects that DAA could consider in collaboration with 
university research departments.
A number of gaps in evidence were identified from reviewing the literature 
and Guidelines. The establishment of a research collaboration of university 
nutrition departments and organisations such as DA and NHF to facilitate 
the development of research projects could assist in decreasing the gap 
between research, practice and improved health outcomes. Dietitians have 
expressed interest in participating in practice oriented research with the 
support of universities. It is recommended that this be considered.
The recommendations resulting from this thesis have been compiled from 
the literature, audit of DPGD and interviewee responses. Recommendations 
have been developed in the areas of dietetic practice, DPGD development, 
dietitians continuing professional development and future research. All 
recommendations from these categories have been included and each 
recommendation is referenced to relevant pages of the thesis. These 
recommendations are limited by information available and no doubt will 
change with time. The proposed implementation plan (Figure 1) is one way 
by which this research can be incorporated into the practice of dietitians to 
improve diabetes care. The recommendations and plan require consultation 
with DAA and APDs.
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Figure 1 -  Overview of Implementation
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1.0 Practice Recommendations
1-1 Dietetic Practice
It is recom m ended that dietetic practice:
1. Adopt a standard dietetic process that includes assessment, 
development and review of nutritional treatment plans, liaison with other 
health professionals, education and the monitoring of goals to establish 
evaluation mechanisms and assist adherence to the nutrition 
prescription. (Pages 29,31,183,207,210)
2. Includes a full dietary assessment and comprehensive nutritional 
education, with the ongoing monitoring of dietary change and associated 
metabolic changes. An emphasis on modification of dietary fat and CHO 
intakes and fresh fruit and vegetables is also recommended. (Pages 17, 
168)
3. Includes the use of relevant assessment data, SMBG (Page 22), other 
results, food intake, activity, cultural and financial background (Page 16 
17,144), willingness and ability to change (Pages 16,121,170) and 
symptoms and medications) in the development and revision of 
management plans. (Pages 121,124)
4. Promotes an individualized education approach that provides people with 
the skills to confidently choose appropriate amounts of foods and 
distribute them through the day. (Pages 31,121,147,179)
5. In the area of exercise assessment, education, prescription and follow up 
is clarified and clearly defined. (Pages 26,98,128,181,211)
6. Acknowledges levels of social support in the development of 
management plans. (Pages 22, 121,127)
7. Promotes self management to people with Type 2 diabetes. (Pages 121, 
164,166,207)
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8. Includes the provision of appropriate correspondence to referring 
practitioners which outlines:
• Short and long term goals
• Nutrition prescription
• Food/meal plan
• Education topics covered
• Patient acceptance and understanding
• Anticipated compliance
• Successful behaviour changes
• Additional skills and information required
• Additional recommendations for MNT
• Plans for ongoing care (Pages 96,141,180,198)
9. Be informed by guideline development for dietetic assessment of 
diabetes and other chronic lifestyle related diseases is pursued, so that 
there is a standard, valid and reliable collection of data (Page 139)
1.2 Dietary Guidelines
Prescription
It is recommended that:
10. Australian dietitians adopt the ANPG recommendations for nutrient 
prescription, 70% of energy from CHO and unsaturated fat, 10% from 
SFA and 20% from protein. (Pages 6,31)
11. The dietitian considers as part of routine practice individualised dietary 
prescriptions with moderate to low GI and with a higher percentage of 
energy content of MUFA, as outlined in recommendation 10. (Page 16)
12. The principles of the DASH diets are considered in dietary interventions 
for Type 2 diabetes. (Page 19)
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Energy Balance
It is recom m ended that:
13. National weight reduction targets be determined, as there is 
inconsistency between current weight management recommendations. 
(Pages 21, 23,24)
14. Dietitians include the following assessments in the initial and follow up 
visits for people aiming to reduce body weight;
• Food and exercise environment,
• Adoption of new behaviours,
• Aetiology of eating and
• Progress through multiple behaviour changes; self monitoring of 
blood glucose levels in relation to eating, exercise and medication. 
(Pages 23, 24)
15.In providing advice regarding weight management, dietitians 
acknowledge patient's weight loss expectations, advises patients of 
weight plateau at 4-6 months intervention and encourages patients to 
self monitor through recording of exercise and diet habits (Pages 21, 
22,23, 24)
16. Dietitians use clinic visits to reinforce goals for weight reduction. 
(Pages 21,22)
17. The development of dietetic practice guidelines for weight management 
is considered. (Page 198)
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2.0 Dietetic Practice Guidelines for Diabetes
2.1 Guideline Content
18. The Australian DPGD should contain the following:
• Introductory section and a section outlining the qualifications and 
training of dietitians (Pages 92,104)
• Clarification and definition of the roles of members of the diabetes 
health care team in assessment, intervention/education, goal setting 
and monitoring of outcomes. (Pages 96,137,141,165,180,181,197, 
207,211,212)
• Sections on assessment, intervention/education, goal setting and 
monitoring of outcomes be included (Pages 104,137)
• All elements of assessment outlined in the Guidelines, for 
anthropometry, biochemistry and other tests, diet history, clinical 
history and medications, psychosocial and exercise be included in the 
Australia DPGD. (Pages 96,98,104)
• Goals and objectives for nutrition management be clearly defined. 
(Pages 94,104)
It is recommended that:
19. The Australian DPGD include or refer to information on appropriate 
nutrient prescriptions to support dietitians clinical decision making. 
(Pages 101, 163)
20. The Australian DPGD include recommendations for weight management 
goals that are based on evidence and consensus. (Page 99)
21. Recommendations on level of care are based on available evidence and 
consensus. In the interim, the ANPG recommendations for follow up 
could be adopted. (Pages 94,95,104)
22. The Australian DPGD include recommendations on exercise/physical 
activity goal setting that are evidence based and within the scope of 
practice of dietitians. (Pages 98,100,104)
Sallyanne Knights, Part 4 Summary of Recommendations 224
2.2 Guideline Development Process
The following recommendations should be considered in the development o f
the Australian DPGD:
23. The adoption and later adaptation of the ANPG (Pages 75,90,104,212)
24. The Identification and recruitment of key organisation (s) for the 
coordination and development of the Australian DPGD. (Page 75)
25. The identification and pursuit of funding opportunities to support the 
development, implementation, evaluation and review of the Australian 
DPGD. (Page 74,75,209,212)
26. The panel overseeing the development include representatives of 
relevant professions. (Pages 60,70,75,177,208)
27. The coordinators decide whether the guidelines will be submitted to the 
NHMRC and/or other health and professional bodies for endorsement. 
(Page 70)
28. The literature review and formulation of guidelines, in line with the 
NHMRC recommendations, would be transparent and identify sources of 
evidence, grade the evidence and/or method of reaching consensus. 
(Pages 27,61,71,75, 208,209)
29. The inclusion of relevant recommendations from the National Evidence 
Based Guidelines for Type 2 Diabetes (7.) (Page 75)
30. The inclusion of Australian diabetes dietitians' current practice and views 
on best practice (Pages 75,104)
31. The Australian DPGD should include appropriate legal disclaimers. (Pages 
74,75,202)
32. The needs of people from NESB and ATSI communities should given 
further consideration. (Page 74)
33. The recommendations in the guidelines need to consider the different 
work place contexts in which dietitians work. (Page 74)
34. The format of the Australian DPGD should provide easy access to 
recommendations and clearly identify the components of the dietetic 
process. (Pages 96,209)
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35. The overseeing panel, in consultation with dietitians and other relevant 
health professionals, should decide upon the format for the Australian 
DPGD. (Pages 25,96,209)
36. The inclusion of flexible competencies has the potential to minimize 
duplication of services in multidisciplinary services and provide guidance 
to sole therapists in regards to referral to other practitioners and/or 
areas where they could develop further skills. Flexible competences 
should be considered for inclusion in the Australian DPGD (Pages 95,96, 
104,207)
37. The Australian DPGD should be accompanied by documentation of the 
development process. (Page 69)
38. The process needs to promote the integration of DPGD into the business 
of health care services, including support for implementation as per 
QBPG. (Pages 49,75)
3.0 Professional Development
39.It is recommended that professional developments topics identified in 
this thesis be considered for inclusion in the DAA CPD activity program. 
(Pages 23, 210,212)
4.0 Research Issues & Questions
4.1 Dietetic Practice
It is recommended that:
40. Dietetic research studies are developed to assess the individual 
components of the dietetic process; assessment, intervention/education, 
goal setting and the follow up of outcomes. (Page 28)
41. Dietary assessment methodologies be tested in the clinical setting 
(Pages 129,139,184)
42. The minimum level of dietetic assessment required to produce the best 
outcomes in Type 2 diabetes be determined. (Page 15,206)
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43. Consumers' expectations in regards to the service and type of care 
provided by dietitians be identified. (Page 106)
44. The effectiveness of advice based (practical and food based) and concept 
based (theoretical relationship of disease physiology and nutrients) 
education be compared and tested. (Page 176)
45. Research be undertaken to determine the best approach to nutrition 
education in Type 2 diabetes and corresponding service models. (Pages 
29,31,32,144,146,185)
46. Further research into an education tool that accounts for quantity of CHO 
and GI be undertaken. (Pages 8,11,13,165,166)
47. Further research is developed to analyse and determine best practice for 
dietitians in the areas of goal setting and behaviour change. (Pages 29, 
181)
48. Further research is undertaken to determine optimal follow up schedules 
for dietary interventions. (Pages 169,185, 186,206)
49. Further clarification of the effect of client attitudes and beliefs to cope 
with change be sought through existing evidence or further research. 
(Page 206)
4.2 Dietary Guidelines
Prescription
It is recommended that the following be investigated through research
studies:
50. The assignment of individualised diets to improve metabolic parameters 
in Type 2 diabetes to mimic the clinical setting. (Page 8,17)
51. The identification of nutritional prescriptions and dietetic processes that 
are most effective in achieving diabetes management goals. (Pages 15, 
30,31,162)
52. The recommended percentage macronutrient components of the diet for 
Type 2 diabetes. (Pages 6,7, 13, 206)
53. The dietary recommendations for someone with Type 2 diabetes and 
coronary artery disease. (Pages 6,15, 206)
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54. The role of dietary antioxidants in the prevention and treatment of 
neuropathy and retinopathy. (Page 206)
55. The optimal dietary intervention for renal disease and the most 
appropriate time for the introduction of the intervention. (Page 206)
Energy Balance
It is recom m ended that further studies be undertaken to determine:
56. The best approach (es) for weight management in Type 2 diabetes. 
(Pages 23, 197, 206)
57. The optimal nutrient prescriptions to assist weight reduction and 
management. (Page 20)
58. Valid and reliable measures of energy expenditure for the assessment of 
physical activity in the clinical setting. (Page 25)
4.3 Research Collaboration
It is recommended that:
59. To support dietetic research, a collaborative approach between 
professional bodies and universities be developed to further dietetic 
research. Consideration of an Australian Centre for Dietetic Research 
and Practice is warranted. (Pages 32, 103, 209)
60. Research projects be established for dietitians to manage as part of their 
diabetes work in the clinical setting. (Pages 31,205)
61. Further research regarding dietetic practice in Type 2 diabetes, where 
gaps in evidence exist. (Page 103)
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Appendix 1 NHMRC Guideline Development Process
1. 1 Stage One - Multidisciplinary Panel
Group membership as defined by Shekelle (1999) requires all the groups 
whose activities would be covered by the guideline or who have other 
legitimate reasons for having input into the process. This is important to 
ensure that relevant outcomes, values and target audiences are identified. 
Adequate discussion of the evidence (or its absence) when developing the 
recommendations in the guideline is also required. The panel also have a 
role in identifying barriers to implementation and strategies to overcome 
these. Shekelle (1999) recommended that role of the coordinator group 
leader is to both to ensure that the group functions effectively (the group 
process) and that it achieves its aims (the group task).
1.2 Stage Two - Scope & Coverage of the Guidelines
As recommended the identification and refining of the guideline topics 
involved reviewing current DDPG and a preliminary literature review (92). 
Existing guidelines should be reviewed for suitability and process of 
development. Existing guidelines may need to be tested for effectiveness or 
updated.
As stated by Shekelle (1999) "Without this refinement the clinical condition 
or question may be too broad in scope. For example, a guideline on the 
management of diabetes could cover primary, secondary, and tertiary care 
elements of management and also multiple aspects of management, such 
as screening, diagnosis, dietary management, drug therapy, risk factor 
management, or indications for referral to a consultant."
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The purpose and target audience for guidelines needs to clear and identify 
the following:
• Clinical issue
• Care providers affected
• Consumers (target group)
• A description of consumers not covered by the Guidelines
• Settings in which guidelines will be employed
• Interventions to be evaluated (57)
The benefit of completing step two is that the topic will be well defined and 
will have been assessed whether it was related to clinical decision making. 
If the topic is not related to clinical decision making then the process is 
ceased. Also if suitable existing guidelines are identified then the process 
may not need to proceed.
1.3 Stage 3 - Identification of Health Outcomes
Health outcomes include,
• Intermediate or short term - mortality, morbidity, treatment of 
complications
• Rates of relapse, complication, late morbidity and readmission
• Return to wok and physical and social functioning
• Quality of life, general health and patient satisfaction
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1.4 Stage Five - Consultation
During the developmental phases of the guidelines, 1 -3, consultation with 
relevant groups is recommended. Once formulated the guidelines should 
also be referred to a wider group of interested parties that may not have 
been previously involved:
• Practising clinicians
• Clinical colleges and allied health and professional organisations
• Consumer groups
• Health departments
• Industry groups (57)
Pilot testing of the guidelines is recommended. The final guidelines need to 
acknowledge modifications made from consultation feedback and results of 
pilot testing (57).
1.5 Stage Six - Formulate Guidelines
Shekelle (1999) suggests "since conclusive evidence exists for relatively few 
healthcare procedures, deriving recommendations solely in areas of strong 
evidence would lead to a guideline of limited scope or applicability. 
Therefore within the guideline development process a decision should be 
taken about how opinion will be both used and gathered." The process by 
which recommendations based solely on clinical judgment and experience 
will be transparent, as it is likely that these will be more susceptible to bias 
and self-interest. There is currently no optimal method for this, but the 
process needs to be made as explicit as possible (92).
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In regards to resource implication and feasibility, Beyea (1998) and 
Shekelle (1999) outline the following considerations related to how the 
clinical practice guideline may influence patient care.
• Is this guideline practical and cost-effective?
• Is the evidence strong enough to make changes to practice?
• What is the nature of the evidence (e.g. its susceptibility to bias)?
• How applicable is the evidence to the population of interest 
(generalisability)?
• If the guideline is implemented how will it affect patient outcomes 
and dietetic practice?
• What are the requirements for time, skills, and staff necessary for the 
provider to carry out the recommendations?
• What is the ability of patients and systems of care to implement 
them?
1.6 Stage Eight - Implementation Plan
A systematic review to identify dissemination and implementation strategies 
and strategies that improved adherence to guidelines and patient outcomes 
has been recently undertaken (88). Thirty articles met the criteria, clinician 
compliance with guidelines and/or patient outcomes, before and after 
measures and controls (where possible). One fifth of the articles were 
related to diabetes care, fifteen studies included pre & post measures and 
fifteen included controls. None of the studies compared dissemination 
methods (88). A meta-analysis was not possible due to the large number of 
different patient outcomes measures and measures for adherence.
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Implementation strategies included decision - support mechanisms, 
education of the clinicians, patient education, audit and feedback, access to 
going specialist advice (for practitioner), incorporation of CPG in the 
employment and orientation of new staff and the use of incentives, 
continuing professional development points and financial. Barriers to 
implementation of diabetes guidelines were also identified (tabled 
below)(88).
Barriers to Implementation of Diabetes Recommendations (88.)
System & Contextual Practitioner Related Patient Related
Complexity of diabetes 
management & follow up
Clinician's limited knowledge Lack of knowledge of 
diabetes care
Number of diabetes 
recommendations
Insufficient communication 
and/or cooperation between 
practitioners
Limited adherence to 
recommendations for self 
care
Number of guidelines Negative attitude to practice 
guidelines
Failure to attend for review
Complexity of 
implementation guidelines
Lack of commitment to the 
ongoing implementation of 
guidelines
Failure to attend to 
specialist on referral
Absence of/or inadequate 
reminder systems
Clinician's reluctance to 
monitor care & lack of 
experience in evaluation
Cost to the patient e.g. 
medicines, different foods
Inadequate 
documentation of care
Reluctance of clinicians to 
apply recommendations to 
patients presenting with non 
diabetes complaints
Attendance to multiple 
practitioners, no regular 
general practitioner
Insufficient resources Lack of understanding of the 
seriousness of type 2 diabetes
Casual compliance with 
recommendations
Concern for patients' 
discomfort from regular testing
Dietary or cooking habits
Exercise habits
Access to care
Community resistance to the 
diagnosis of diabetes
In all but two studies clinician adherence improved significantly for at least 
one measure of adherence. Of the 60% of studies that measured 
patient/surrogate outcomes; half of these reported at least one significant 
improvement. They were most effective in improving metabolic control and 
least effective in lowering blood pressure and body weight. Studies that 
focussed on more than one aspect of care improved both professional 
adherence and patient outcomes (88).
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The studies reviewed came from different countries and covered different 
health service types and settings, so the outcomes would be applicable to 
the Australian health setting. All but two studies showed improvements in at 
least one aspect of care. This can be attributed to implementation strategies 
(88).
Decision support strategies were found to be a key to improving clinical 
adherence and this was consistent in the different studies reviewed. The 
review also highlighted the benefit of multiple implementation strategies, 
most commonly used in studies reviewed were decision support 
mechanisms, clinical education, patient education and audit and feedback. 
Patient mediated implementation strategies were not assessed and further 
research is required in this area to establish their usefulness in diabetes 
care (88).
CPG were found to be most effective with metabolic parameters and least 
effective with BP, weight and blood lipids. Due to the importance of these 
factors in diabetes, more investigation into improving these is warranted. 
The review highlighted deficiencies in guideline studies; specification of 
guideline recommendations and how they were developed, specification of 
the dissemination and implementation strategies used, consistency in the 
measure of outcomes and processes, study design so that pre, post and 
control are routinely included, adequate duration of follow up and 
comparisons of difference packages of implementation strategies (88). 
Limitations of the review included the heterogeneous nature of the studies 
reviewed. Also the process by which guidelines were developed was not 
consistent, evidence based versus consensus. It was not possible to 
determine the process of guideline development in many of the articles 
(88).
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1.7 Stage Nine - Evaluation
Evaluation of CPG needs to assess the effectiveness of dissemination to 
clinicians and patients and whether implementation leads to health 
improvements. It is highlighted that access to a national data set assists the 
evaluation process as this information can be tracked from baseline, 
dissemination and implementation phases. It is also recommended that 
guideline developers also collect information related to clinical practice and 
health outcomes (58).
Two recommended evaluation strategies are to evaluate by comparing 
changes in clinical practice or health outcomes or both, in areas of 
exceptionally high guidelines promotions with changes in areas of 
exceptionally low guideline promotion. And comparing health outcomes in 
areas of exceptionally high guideline uptake with outcomes in areas of 
exceptionally low guidelines uptake, focus group testing can be useful 
identify factors that have influenced this uptake (58).
In relation to guidelines developed for consumers, the NHMRC (1999) 
suggest that the following be evaluated,
• Accessibility
• Clarity and lucidity
• Acceptability - information
• Relevance
• Satisfaction
An economic evaluation is also included in the NHMRC recommended 
process and includes process costs, pre implementation costs and post 
implementation costs related to the condition or disease. Reporting on 
evaluation to include unforeseen consequences of the guidelines, outcomes 
to suggest whether guidelines are being followed or not.
Sallyanne Knights, Appendices 247
Appendix 2 Guidelines Audit Checklist
Stage T ask C o m p leted
M u ltid isc ip lin a ry  P anel
O versee developm ent o f the gu idelines
M em bersh ip  o f  the p a n e l in cludes:
E xpert clin icians in  the field
E xperts in  research
H ealth  econom ist
P ub lic po licy  ana lyst
H ealth  p ractitioners w o rk in g  in the field
C onsum er representatives
E vidence o f  w ider consu ltation , in c lud ing  
pub lic consultation .
Scope & coverage o f  the  
gu id elin es T op ic  defined
T op ic  re lated  to clin ical decision  m ak ing
C heck for su itab le ex isting  gu idelines
C learly defined  purpose, in c lud ing  scope and 
target aud ience
H ealth  ou tcom es iden tified
O utcom e m easures clearly defined
System atic  review  o f  the  
evidence A im (s) o f  rev iew  clearly stated.
D ata sources used  to iden tify  the ev idence 
docum ented.
D ata co llection  m ethods includ ing  inclusion  
and exclusion criteria reported .
C haracteristics o f  the p rim ary studies rev iew ed  
stated.
Synthesis o f  the ev idence g iven , in c lud ing  m eta 
analysis w here appropriate.
R atings o f  ev idence quality , relevance and 
strength  reported .
Sum m ary o f evidence, includ ing  its 
im p lications for future research  and clin ical 
p ractice stated.
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Stage T ask C o m p leted
C o n su lta tion
D escrip tion  o f consu ltation  p rocess, in c lud ing  
m ethods, w ho w as consu lted  and  h o w  com m ents 
w ere m anaged  provided .
G uidelines
Q uality  o f  E vidence
R ecom m endations supported  by ev idence 
statem ents (levels o f  evidence).
W here scientific ev idence is lack ing , consensus 
statem ents or non consensus options are given.
F lexib ility  & A d ap tab ility
D ifferences in  clin ical experiences accounted  for:
T arget populations
G eograph ica l locations
C lin ical settings
R esources
P atien ts ’ values and preferences
R esource considerations
C ost effectiveness
R evision  plan
R ecom m endation  for rev iew  o f  gu idelines, on a 1 
— 3 year basis, included.
Im p lem en tation  p lan
P lan  for im p lem entation  provided
E valu ation
P ilo t test conducted
E valuation  p lan and budget included , process 
and im p lem entation  for guidelines
R esearch
R ecom m endations for future research  included
L egal considerations
A p propriate  d iscla im er included
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3 .1 Q u een slan d  H ealth  D iabetes A llied  H ealth  T ask  G roup -  B est P ractice  G uidelines for 
the M an ag em en t o f  T ype 2 D iabetes — D ietetics
D evelo p m en t P rocess
Appendix 3 Questions forwarded to Guideline Coordinators
1. W h at w ere  the ro les o f  the w ork ing  party  and  the w o rk in g  party  m em b ers ’ 
ro les?
1.1 W h at skills and experience did the m em bers b ring to the p ro ject?
2. W h at w as the ro le o f  the peop le w ho assisted  the developm ent o f the 
G u idelines (listed in acknow ledgem ents)?
2.1 W h at w as the expertise o f  the peop le w ho  prov ided  assistance to the pro ject?
3. W h at w as the rationale  for develop ing the practice gu idelines?
4. H o w  w as the scope and  coverage o f  the guidelines decided upon?
5. H ow  w as the literatu re rev iew  conducted?
5.1 H ow  w ere sources o f ev idence iden tified?
5.2 H ow  w ere references included  or excluded from  the N PG ?
5.3 W ere references rated  for quality in som e w ay? Y es/N o
I f  yes, p lease describe how  this w as done.
6. H o w  w as consensus reached  for recom m endations w ith in  the G uidelines that 
w ere no t based  on ev idence?
7. A t w hat stage w ere the A m erican  N utrition  P ractice G uidelines and the draft 
I llaw arra D ietetic  P ractice G uidelines rev iew ed?
7.1 T o  w hat exten t w here the docum ents su itab le for adoption/adaptation?
P lease com m ent
8. W as consu lta tion  undertaken  during the developm ent o f  the N PG ?
I f  yes, p lease describe w ho w as consu lted  and how  this was m anaged?
8.1 H o w  w as feedback  from  consu ltation  incorporated  in to  the G uidelines?
9. W ere the resu lting  G uidelines checked for flexib ility and adaptab ility in 
d ifferen t geograph ica l areas, d ifferen t target populations and clin ical settings?
I f  yes, p lease describe how  these issues w ere considered?
10. W as cost effectiveness o f  gu ideline care considered  in the developm ent o f  the 
gu ide lines?
I f  yes, how  w as this assessed?
11. W ere p lans estab lished  for review , im p lem entation , evaluation  and future 
research  re lated  to clin ical practice?
I f  yes p lease outline the plans that w ere developed.
Y es/N o
Y es/N o
Y es/N o
Y es/N o
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12. W ho  w ere  the final N P G  prom oted  and  d issem inated  to?
H ow  as this undertaken?
P lease com m ent
13. A re  the G uidelines being  im p lem ented?
I f  yes, p lease describe the exten t o f  use and how  this is m onitored .
14. H ave the G uidelines ach ieved  their purpose?
P lease com m ent
15. A re  there legal issues for Q ueensland  H ealth , D A A  or reg istered  dietitians 
re la ted  to the p roduction  o f  the G uidelines?
I f  yes, p lease describe these and how  they are or w ill be addressed.
16. H ow  lo n g  d id  the G uidelines take to develop?
17. W as the developm ent o f  the G uidelines funded?
I f  yes, by w hom , how  m uch w as allocated  and did it cover the costs?
18. H av in g  been invo lved  in  the p roduction  o f  the G uidelines, w ou ld  you do it 
d ifferen tly  nex t tim e?
P lease com m ent 
N u tritio n  P ractice  G uidelines
1. H ow  w as the referra l to the d ietitian  criteria determ ined?
H o w  w as p rio rity  o f  referra l decided?
2. H ow  w ere the outcom es and objectives for m anagem ent decided upon?
3. H ow  w as the “level o f care” , length  and tim ing o f  appointm ents determ ined?
4. H ow  w ere the flexib le com petencies determ ined?
5. W h at w as the rationale for develop ing flexib le com petencies?
6. H o w  w ere the elem ents o f  assessm ent decided upon?
7. H ow  w ere the elem ent o f  assessm ent and in tervention  developed for
•  A n th ropom etry  & nutrition
•  P sychosocia l
• P hysica l activ ity
8. H ow  w ere the essentia l education  topics identified?
Y es/N o
Y es/N o
Y es/N o
Y es/N o
Y es/N o
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3 .2  N ew  Z ea lan d  D ietetic  A ssoc ia tion  Standards o f  P ractice  fo r the N u tritio n a l 
M an ag em en t o f  T yp e 2 D iabetes
D evelo p m en t P rocess
1. H o w  w as the p ro ject to develop standards in itiated  (by w hom  and  w h y  w as it undertaken)?
2. H o w  w o u ld  yo u  define standards o f  care and  w hat is the purpose o f  such standards?
D efin ition :
P urpose :
3. D id  the p ro ject have a person  or panel overseeing  the developm ent o f the standards?
Y es/N o
I f  yes, p lease  an sw er the fo llow ing  for each m em ber o f  the panel.
W ho  w ere  the m em bers o f  the panel?
W h at w as the ir ro le?
W h at skills and experience did they b ring  to the developm ent o f  the standards?
I f  no , h o w  w as the p ro ject coord inated?
4. W ere ex isting  nutrition  practice gu idelines (N PG ) or standards rev iew ed, for su itab ility for N Z 
d ietetic p ractice , during  the pro ject?
Y es/N o
I f  yes, w h ich  docum ents w ere rev iew ed?
A t w hat stage o f  the pro ject w ere they rev iew ed?
W ere the docum ents su itab le for adoption or adaptation? Y es/N o
P lease com m ent
5. H o w  w as the scope, purpose and target aud ience for the standards decided upon?
6. H o w  w ere the health  outcom e m easures determ ined?
7. H o w  w as the literature rev iew  conducted?
7.1 H o w  w ere the sources o f  scientific literature identified?
7.2 H o w  w as it decided  w hether articles w ere included  or excluded for the purpose o f 
d eve lop ing  the standards?
7.3 W ere the articles selected , rated  for quality in som e w ay? Y es/N o
I f  yes, p lease describe how  this was done.
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B. W as consu lta tion  undertak ing  during  the developm en t o f  the standards?
Y es/N o
I f  yes, p lease describe w ho  w as consu lted  and  how  this p rocess w as m anaged .
9. W ere issues o f  f lex ib ility  and adap tab ility  for d ifference settings and target populations 
considered  in the developm en t o f  the standards?
Y es/N o
I f  yes, h o w  did this occur?
10. W as the cost effectiveness o f  im p lem en ting  standards o f  care considered?
Y es/N o
I f  yes, h o w  w as this done?
11. H o w  w as the d issem ination  and  prom otion  o f  the final standards carried  out?
12. Is research  b e in g  considered  or undertaken  in  the area o f  d iabetes d ietetic practice?
Y es/N o
I f  yes, p lease describe the type o f  research .
13. A re there legal issues for N Z D A  and reg istered  d ietitians re lated  to the standards o f care?
Y es/N o
I f  yes, w h at are these and how  are these being  addressed?
14. W h at w as the tim e period  requ ired  to develop the standards?
15. H ave the standards o f  care ach ieved the purpose that they w ere in ten ded  to? Y es/N o
P lease com m ent:
16. A re  the standards be ing  im plem ented?
Y es/N o
P lease  describe the exten t o f  use and how  this is being  m onitored.
17. H av in g  com pleted  the diabetes standards o f care, is there anyth ing  that w ould  be done 
d ifferen tly  next tim e?
Y es/N o
I f  yes, p lease com m ent
18. H o w  w ill the rev ision  o f  the standards, p lanned  for A ugust 2001, be undertaken?
S tandards o f  Care
1. H o w  w ere the goals for m anagem ent determ ined?
2. H o w  w ere assessm en t categories identified  and decided upon for inclusion  in the standards?
3. H ow  w ere com ponents o f  the patien t in terv iew  in assessm ent determ ined?
4 H ow  w ere issues concerned  w ith  clin ical decision m aking for the evaluation  o f assessm ent data 
id en tif ied  and decided upon?
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5. H ow  w ere treatm en t goals determ ines?
6. H o w  w as the list o f  education  topics com piled  for inclusion  in  the standards?
7. H o w  w as the list o f  education  resources chosen for inclusion?
8. H o w  w ere recom m endatio ns for fo llow  up, in c lud in g  session con ten t and tim ing  o f  fo llow  up 
determ ined?
9. H o w  w ere perfo rm ance ind icato rs for nu tritional m an agem en t determ ined?
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3.3 A m erican  D ietetic  A ssocia tion  N u trition  P ractice G uidelines (N PG ) for T ype2  
D iab etes M ellitus
D evelo p m en t P rocess
1. W ho w ere  the m em bers on the consensus panel that oversaw  the developm ent o f the NPGP
1.1 W h at w ere  their ro les?
1.2 W h at skills and experience did they b ring  to the pro ject?
2. H ow  w as the literatu re rev iew  conducted?
2.1 H o w  w ere sources o f  ev idence iden tified?
2.2 H ow  w ere references in cluded  or excluded from  the N PG ?
2.3 W ere references rated  for quality in som e w ay? Y es/N o
I f  yes, p lease describe how  this w as done.
3. W ere ex isting  N P G  for T ype 2 D iabetes rev iew ed  for su itab ility for A m erican  dietitians during 
the deve lopm en t process?
Y es/N o
I f  yes, w h ich  docum ents w ere rev iew ed?
A t w h at stage w ere they rev iew ed?
W h ere the docum ents su itab le for adoption/adaptation? Y es/N o
P lease com m ent
4. W as consu ltation  undertaken  during the developm ent o f  the N PG ? Y es/N o
I f  yes, p lease describe w ho  w as consu lted  and how  this was m anaged?
5. W ho  w ere the final N P G  prom oted  and d issem inated  to?
5.1 H o w  as this undertaken?
5.2 D id  this occur after the R C T ?
Y es/N o
P lease com m ent
6. A re the N PG  being  im plem ented? Y es/N o
I f  yes, p lease describe the extent o f  use and how  this is m onitored .
7. Is future research  being  considered  in the area o f  d ietetic d iabetes p ractice? Y es/N o
I f  yes, p lease describe the type o f  research.
8. A re there legal issues for A D A  or reg istered  d ietitians in relation  to the N PG ? Y es/N o
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I f  yes, p lease describe these and how  they are or w ill be addressed .
9. H o w  lo n g  d id  the N P G  take to develop , in c lud ing  the R C T ?
10. I f  such a p ro ject w as to be repeated , how  lo n g  w o u ld  it take and  h o w  m uch  w o u ld  it cost?
11. H ave the N P G  ach ieved  their purpose?
Y es/N o
P lease  com m ent
12. H o w  and  w hen  w ill the rev ision  o f  the N PG  be undertaken?
13. H av in g  p roduced  and aud ited  the N PG  for T ype 2 D iabetes M ellitus, w o u ld  you do it 
d ifferen tly  next tim e?
Y es/N o
P lease  com m ent
N u tritio n  P ractice  G uidelines
1. H o w  w ere the levels o f  care; B asic  Care and N utrition  P ractice G uideline C are determ ined?
2. H o w  w as the recom m ended  num ber o f  v isits to the d ietitian  determ ined?
3. H o w  w as the content for the in itia l and  fo llow  up v isits w ith  the d ietitian  determ ined?
4. H o w  w ere the essen tia l education  topics identified?
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Appendix 4 QBPG Tables
4.1 Objectives & Outcomes of Nutrition Management
O b je c t iv e s O u tc o m e s
1) T o  a c h ie v e  and  m a in ta in  o p t im a l n u tr it io n a l s ta tu s
2) T o  m in im iz e  th e  r is k  o f  s h o r t  te rm  and  long  te rm  
c o m p lic a t io n s
3) T o  p ro m o te  o p t im a l c l ie n t  w e ll b e in q
4) T o  c o n t r ib u te  to w a rd s  o p t im a l m e ta b o lic  co n tro l B lood G lucose Control 
Fa s t in g  4 -6 .1  m m o l/ l 
R a n d o m  4 -7 .0  m m o l/ l 
H b A lc  < 7 .0 %
B lood Lipids
T o ta l C h o i < 4 .5  m m o l/ l 
H D L  C h o i > 1.1 m m o l/ l 
L D L /H D L  R a t io  < 4 .5  
B lood Pressure 
< 1 4 0 /9 0
5) T o  a c h ie v e  an d  m a in ta in  b o d y  fa t  lo ss  in p e o p le  
w ith  a B M I > 2 7 k g /m 2  o r  w a is t  > 102  cm  (m a le ) , 
> 8 8  cm  ( fe m a le )
R e d u c t io n  o f  w e ig h t  and  w a is t
c ir c u m fe re n c e  o f
5 -1 0 %
6) T o  a c h ie v e  a n d  m a in ta in  p o s it iv e  life s ty le  
b e h a v io u r  c h a n g e s
7) T o  m a in ta in  a d e q u a te  d ie ta ry  n u tr it io n  in ta k e  fo r  
th e  in d iv id u a l
8) T o  in c o rp o ra te  p h y s ic a l a c t iv ity  in to  th e ra p y  fo r  
w e ig h t  lo ss , w e ig h t  m a in te n a n c e  and  g ly c a e m ic  
c o n tro l
9) T o  fo s te r  th e  d e v e lo p m e n t  o f  th e  c lie n t 's  s e lf  
m a n a g e m e n t  s k ills  and  b e h a v io u r  c h a n g e
Exercise
Initia l
3 0 -4 5  m in u te s  3 -4  t im e s  p e r  w e e k  
Long Term
A c c u m u la t io n  o f  a t le a s t 30  m in u te s  
o f  m o d e ra te  le ve l a c t iv ity  on  m ost, 
p re fe ra b ly  a ll d a y s  o f  th e  w e e k
4.2 Level of Nutritional Care
T y p e  o f  V is it L e n g th  o f  V is it T im in q  o f  V is it
In it ia l 1 h o u r W ith in  1-2  w e e k s  o f  re fe rra l b e in g  m a d e
F irs t  fo llo w  up 30  m in u te s W ith in  2 w e e k s  o f  in it ia l v is it
F o llo w in g  re v ie w 15 -  30  m in u te s W ith in  2 -4  w e e k s  o f  p re v io u s  re v ie w
O n g o in g  re v ie w 15 -  30  m in u te s A t  le a s t  1 re v ie w  e v e ry  6 -1 2  m o n th s
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4.3 Referral Criteria______________
Referral to the Dietitian/Nutritionist________
• Initial diagnosis of diabetes or impaired 
glucose tolerance
• Recent change in medical management
• HbAlc >8%
• Episodes of uncontrolled hyper or
hypoglycaemia
• Dyslipidaemia
• Obesity - BMI >30kg/m2
• Pregnancy/intention to become pregnant
• Gestational Diabetes
• Renal complications/Nephropathy
• Active co morbidities e.g. recent MI,
worsening CVD
• Individuals requiring a therapeutic diet 
to manage any concurrent medical 
conditions
• Sudden unexplained weight loss or gain
• People with recognized risk of
developing diabetes
• Annual review if client not seen within
one year__________________________
Recommended Criteria for Individual Consults
• Non English Speaking - requiring an 
interpreter
• Impaired vision or hearing
• Episodes of uncontrolled glycaemia
• HbAlC >8%
• Obesity - BMI >30kg/m2
• Nephropathy
• Gestational Diabetes
• Behaviour not conducive to group
learning e.g. severe anxiety, active non 
compliance
• Insulin requiring and experience difficulty 
controlling BGL
• Active co morbidities e.g. recent MI, 
worsening CVD
• Individuals requiring a therapeutic diet to
manage any concurrent medical
conditions
4.4 Assessment of Clinical Data
E le m e n t F le x ib le
C o m p e te n c ie s
Diabetes
• H is to ry  o f  d ia b e te s
• M o n ito r in g  o f  d ia b e te s  c o n tro l (B G L , f r e q u e n c y  and  t im in g )
• R e c e n t  b io c h e m is t ry  -  H b A lc ,  s e ru m  lip id s , t r ig ly c e r id e s
• O c c u r re n c e  a n d  f re q u e n c y  o f  s h o r t  te rm  c o m p lic a t io n s  -  h y p o  and  
h y p e rg ly c a e m ia
• P re s e n c e  o f  c o m p lic a t io n s  o f  d ia b e te s  e .g . n e u ro p a th y , n e p h ro p a th y  and  
o n g o in g  m a n a g e m e n t  o r  t re a tm e n t
• M e d ic a t io n s  fo r  d ia b e te s  -  n am e , d o se , fre q u e n cy , m e th o d  o f 
a d m in is t ra t io n
• C o m p lia n c e  w ith  m e d ic a t io n
D ie t it ia n
G P
D ia b e te s  
E d u ca to r , RN
O ther M edical Conditions
• M e d ic a l H is to ry
• C o n c u r re n t  c o n d it io n s  e .g . h y p e r te n s io n ,  h y p e r lip id a e m ia
• M e d ic a t io n s  -  n a m e , d o se , fre q u e n c y ,  m e th o d  o f  a d m in is t ra t io n
• C o m p lia n c e  w ith  m e d ic a t io n s
• S u p p le m e n ts  -  v ita m in ,  h e rb a l
• A lc o h o l c o n s u m p t io n
• S m o k in g
D ie t it ia n
G P
D ia b e te s  
E d u ca to r , RN 
P o d ia tr is t
Fam ily  H istory
• N e x t  o f  k in
• I lln e s s  a n d  c a u s e  o f  d e a th  w ith in  th e  fa m ily
• P re q n a n c ie s /b ir th  w e ig h ts
D ie t it ia n
G P
D ia b e te s  
E d u ca to r , RN
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4.5 Nutrition & Anthropometric Assessment & Nutrition Intervention
N U T R IT IO N  &  A N T H R O P O M E T R IC E L E M E N T S  IN T E R V E N T IO N
A S S E S S M E N T
E le m e n t F le x ib le T o p ic s F le x ib le
C o m p e te n c ie s C o m p e te n c ie s
N utritional Inform ation D ie t it ia n Basic Surv iva l D ie t it ia n
• E a t in g  h a b its /m e a l D ia b e te s  Ed Inform ation D ia b e te s  Ed
p a t te rn s G P , RN 9 H e a lth y  e a t in g  p y ra m id G P , RN
• D ie ta ry  p ra c t ic e s In d ig e n o u s 9 S ig n s , s y m p to m s  & In d ig e n o u s
• Fo o d  p re fe re n c e s  &  sk ills H ea lth t re a tm e n t  o f H e a lth
• B o d y  w e ig h t  h is to ry  & W o rk e r h y p o g ly c a e m ia W o rk e r
o th e r  n u tr it io n a l 
in d ic a to r s
P h a rm a c is t ( re le v a n t  m e d ic a t io n s ) P h a rm a c is t
• A p p e t ite
9 P lan  fo r  c o n t in u in g  c a re D ie t it ia n
9 B a s ic  fo o d /m e a l 
p la n n in g  b a sed  on  
d ie ta ry  a s s e s s m e n t
F ro m  a d ie t  h is to ry  ( in te rv ie w D ie t it ia n Establish d ietary goals & D ie t it ia n
& /o r  fo o d  re c o rd s  a s s e s s objectives -  based on
• D ie ta ry  a d e q u a c y  o f 9 K ilo jo u le  in ta k e  v s  n e e d s
e n e rg y  &  m a c ro n u t r ie n t 9 P ro p o r t io n
in ta k e s m a c ro n u tr ie n t  in ta k e
• A d e q u a c y  m ic ro n u t r ie n t 9 A d e q u a c y  m a c ro n u tr ie n t
in ta k e in ta k e
• O th e r  d ie ta ry 9 C a rb o h y d ra te  (type ,
c o n s id e ra t io n s q u a n t ity  d is tr ib u t io n ,
• S u p p le m e n ta t io n
9
g ly c a e m ic  in d ex )  
T y p e  d ie ta ry  fa t
9 T a rg e ts  -  B G L  &  o th e r
9 C o n c u r re n t  m ed ica l 
c o n d it io n s  (as  p e r 
a s s e s sm e n t) D ie t it ia n
Discuss with client
9 R e a lis t ic  d ie ta ry  g o a ls  &  
o b je c t iv e s
9 D e v is e  m a n a g e m e n t  
p lan
D ie t it ia n
Ongoing se lf  
m anagem ent
9 S o u rc e s  o f  n u tr ie n ts
9 Food  la b e ls
9 G ly c a e m ic  in d ex
9 Fa t ty p e s  ( low  
fa t/ c o o k in g )
9 F ib re
9 R e c ip e  m o d if ic a t io n
A nthropom etry D ie t it ia n Discuss D ie t it ia n
• W e ig h t ,  h e ig h t, BM I D ia b e te s  Ed 9 M o d if ic a t io n  o f  e n e rg y
• W a is t  m e a su re ,  w a is t /h ip G P in ta k e  to  a ch ie v e  w e ig h t
ra t io re d u c t io n  &  m a in te n a n c e
• W e ig h  h is to ry
• W e ig h t  q a in  in p re g n a n cy
m ic ro n u tr ie n t  a d e q u a c y
C lient know ledge related  
to d iabetes -  e a ch  v is it
D ie t it ia n
Sallyanne Knights, Appendices 259
4.6 Psychosocial Assessment & Intervention
P S Y C H O S O C IA L  A S S E S S M E N T E L E M E N T S  O F  IN T E R V E N T IO N
E le m e n t F le x ib le
C o m p e te n c ie s
T o p ic s F le x ib le
C o m p e te n c ie s
Living Situation D ie t it ia n Short term goa l setting D ie t it ia n
• C o o k in g  fa c il it ie s D ia b e te s Id e n t ify  a c h ie v a b le  & D ia b e te s
• S h o p p in g / fo o d  s u p p ly E d u ca to r ,  RN s p e c if ic  g o a ls E d u ca to r ,  RN
Culture & religion H ea lth Id e n t ify  b a r r ie rs  &  e n a b le rs H ea lth
F inancia l Considerations P s y c h o lo g is t W il l in g n e s s  a n d  a b il ity  to P s y c h o lo g is t
Personal Considerations G P m a k e  fu r th e r  c h a n g e s G P
• S o c ia l s u p p o r t  n e tw o rk s In d ig e n o u s R e in fo rc e  long  te rm  g o a ls S o c ia l W o rk e r
• P e rs o n a l m o t iv a t io n H ea lth  W o rk e r R e se t  b e h a v io u ra l g o a ls
• P e rs o n a l g o a ls P h a rm a c is t C o n t in u e  a s s e s s m e n t  o f
• A t t itu d e s  -  n u tr it io n ,  
d ia b e te s
• R e a d in e s s  to  c h a n g e  
b e h a v io u r
• A c h ie v e m e n t  o f  s h o r t  
te rm  g o a ls
• W il l in g n e s s  and  a b ility  to  
m a k e  fu r th e r  c h a n g e s
S o c ia l W o rk e r g o a ls
R e fe r  to  h e a lth  p s y c h o lo g is t
Long term goal setting
• Id e n t ify  fo r  c lie n t  &  
h ea lth  c a re  te a m
• R e v ie w  &  re in fo rc e  g o a ls
• R e fe r  to  h ea lth  
p s y c h o lo g is t
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4-7 Physical Activity Assessment & Intervention
A S S E S S M E N T  O F  P H Y S IC A L  A C T IV IT Y P H Y S IC A L  A C IT V IT Y  IN T E R V E N T IO N
E le m e n t F le x ib le
C o m p e te n c ie s
T o p ic s F le x ib le
C o m p e te n c ie s
H istory
• T y p e ,  d u ra t io n  &  
f r e q u e n c y  o f 
a c t iv it y
D ie t it ia n ,  D ia b e te s  
Ed, Ex P h y s io lo g is t ,  
G P , In d ig e n o u s  
H ea lth
W o rk e r ,  P h a rm a c is t ,
P h y s io th e ra p is t ,
P o d ia try
Physica l status & 
lim itations
E x e rc is e
p h y s io lo g is t ,  G P , 
p o d ia tr is t ,  p h y s io  
th e ra p is t
Diabetes related  
com plications detected
• R e fe r  fo r  d e ta ile d  
a s s e s s m e n t
Lim itations to physical 
activity
R e fe r  fo r
• C a rd io v a s c u la r  d is e a s e  
(C V D ) o r  a t r isk
• P e r ip h e ra l a e r ia l d is e a s e
• R e t in o p a th y
• N e p h ro p a th y
• N e u ro p a th y
Recom m end activity  
based on assessm ents
D ie t it ia n ,  G P , 
D ia b e te s  Ed, 
Ex  p h y s io l,  
P h a rm a c is t ,  
p o d ia tr is t ,  
P h y s io th e ra p y
M e d ic a l
s p e c ia l is t
N eed  for exercise
• G ly c a e m ic  
c o n tro l
• P re v e n t io n  C V D
• H y p e r te n s io n
• F ib r in o ly s is
• O b e s ity
• P re v e n t io n  ty p e  
2 d ia b e te s
D ie t it ia n ,  D ia b e te s  
Ed,
Ex  P h y s io lo g is t ,  G P , 
In d ig e n o u s  H ea lth  
W o rk e r ,  P h a rm a c is t ,  
P h y s io th e ra p is t ,  
P o d ia t r is t
Pre-Activity Inform ation
• B lo o d  g lu c o s e  m o n ito r in g
• M e ta b o lic  co n tro l
• Food  in ta k e  (b e fo re  &  
d u r in g  e x e rc is e )
• H y d ra t io n
• R e co g n it io n  
h y p o g ly c a e m ia
D ie t it ia n , 
D ia b e te s  Ed, 
E x e rc is e  
P h y s io lo g is t ,  
G P , P o d ia t r is t
M otivation level
Know ledge
• B e n e f its
• R is k s
• O p t im u m  
in d iv id u a l le v e ls
• M a n a g e m e n t
A s  fo r  n eed  fo r
e x e rc is e
S o c ia l W o rk e r
Short term & long term  
goal setting  a s  p e r
p s y c h o s o c ia l in te rv e n t io n s ,  
in c lu d in g  b a rr ie rs  &  e n a b le rs  
to  p h y s ic a l e x e rc is e
Appropriate interventions
ba sed  on  a s s e s s m e n t  re su lts
D ie t it ia n , 
D ia b e te s  Ed, 
H ea lth
P s y ch o lo g is t ,  
G P , RN ,
S o c ia l W o rk e r
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Appendix 5 NZSC Tables
5.1 Components of Assessment
S ta n d a rd  In fo rm a t io n In te rv ie w E v a lu a te  a s s e s s m e n t  d a ta
1) D e m o g ra p h ic s
2) D ia b e te s  t re a tm e n t  
re g im e  &  c o m p lia n c e
3) B io c h e m is t ry
4) B lo o d  P re s su re
5) M e d ic a l H is to ry
6) M e d ic a t io n s  th a t  a f fe c t
7) n u tr it io n  th e ra p y
8) E x e rc is e  -  le ve l, ty p e , 
lim ita t io n s
9) A n th r o p o m e t ry  -  w e ig h t,  
h e ig h t,  B M I, w a is t  
c ir c u m fe re n c e ,  w a is t  h ip  
ra t io
10) D a te  o f  d ia g n o s is
11) N e ed  fo r  in te rp re te r
• W e ig h t  h is to ry , u su a l 
w e ig h t,  g o a l w e ig h t
• H o m e  b lo o d  g lu c o s e  
m o n ito r in g , u se  o f 
m e tre , f r e q u e n cy ,  re su lts
• D ie t h is to ry  -  u su a l 
in ta k e , p a tte rn  o f  in ta k e , 
m ea l &  s n a c k  p a tte rn , 
v a r ia t io n s
D ie t  h is to ry  c h e c k  lis t
1) A lc o h o l c o n s u m p t io n
2) C o o k in g  m e th o d s
3) S w e e t  fo o d s  e a ten
4) F ib re  in ta k e
5) T a k e a w a y s
6) T y p e  &  a m o u n t  o f  fa t
7) S n a ck  fo o d s
8) S u p p le m e n ts
9) H o t &  co ld  d r in k s
10) F o o d s  a v o id e d
11) S h ift  w o rk
12) F in a n c ia l re s t r ic t io n s
13) C o o k in g  fa c il it ie s
14) D e n t it io n
15) S w a llo w in g
16) P s y c h o s o c ia l is su e s
17) E a tin g  o u t
18) A p p e t ite
19) S m o k in g  h is to ry
20 ) M o t iv a t io n  to  ch a n g e
21 ) F re q u e n cy  &  d u ra t io n  o f 
a c t iv ity
22 ) P re v io u s  n u tr it io n  
e d u ca t io n
U su a l d ie ta ry  in ta k e  &  
n u tr it io n a l s ta tu s
1) T o ta l e n e rg y  in ta k e
2) C a rb o h y d ra te  (a m o u n t, 
ty p e , g ly c a e m ic  in d ic e s )
3) C a rb o h y d ra te  d is t r ib u t io n
4) F ib re  (a m o u n t  &  ty p e )
5) T o ta l fa t  in ta k e
6) R a t io s  o f  fa t ty  a c id s
7) P ro te in
8) F lu id
9) S o d iu m
10) A lc o h o l
11) M ic ro n u tr ie n t  in ta k e
D ie ta ry  a n a ly s is  m ig h t be 
u se fu l
12) In d iv id u a l's  n e e d s
13) S o c ia l s itu a t io n  &  su p p o r t
14) P a t ie n t 's  u n d e rs ta n d in g  
o f  d ia b e te s  &  ro le  o f  food  
in it 's  m a n a g e m e n t
15) E d u ca t io n a l n e e d s  -  ty p e  
&  s ty le  o f  le a rn in g
16) A t t itu d e  to  n u tr it io n  &  
h ea lth  &  re a d in e s s  to  
lea rn
C o n s id e r  w h e re  th e  p e rso n  is 
on  th e  B e h a v io u r  C h a n g e  
C y c le
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5.2 Treatment Goals - General
C o m p o n e n t T a rq e t
B o d y  W e ig h t R e a s o n a b le  b o d y  w e ig h t  in c o n s u lta t io n  w ith  th e  c lie n t  
R e a lis t ic  w e ig h t  lo ss  g o a ls  0 .2  -  0 .5  k g /w k . T o ta l lo s s  2 .5  -  9 kg. 
W e ig h t  g a in  to  n o rm a l BM I
E s t im a te  d a ily  e n e rq y  n e e d s  -  fo r  a lo s s  re d u ce  2 5 0 -5 0 0  k c a l/d a y
D ie ta ry  Fa t R a t io s  d e p e n d e n t  u p on  d e s ire d  m e ta b o lic  &  w e ig h t  o u tc o m e s
< 10%  to ta l e n e rg y  fro m  s a tu ra te d  fa t ty  a c id s  a n d  t ra n s  fa t ty  a c id s
< 10%  to ta l e n e rg y  fro m  p o ly u n s a tu ra te d  fa t ty  a c id s  (n o t  n a tu ra lly  
o c cu r r in g  o m e g a  3 fa t ty  a c id s
1 0 -2 0 %  to ta l e n e rg y  fro m  m o n o u n s a tu ra te d  fa t ty  a c id s  to  a ch ie v e  
d e s ire d  b lo od  s u g a r  and  lip id  p ro file s  
T o ta l fa t  < 3 0 %  to ta l e n e rg y  if o v e r  w e ig h t
P ro te in 1 0 -2 0 %  to ta l e n e rg y
C a rb o h y d ra te R e m a in in g  %  e n e rg y  fro m  c a rb o h y d ra te  -  p re fe re n ce  fo r  n o n -s ta rc h  
p o ly s a c c h a r id e s  w ith  a low  G I
E v e n ly  d is t r ib u te d  c a rb o h y d ra te ,  s u ite d  to  th e  in d iv id u a l's  b lo od  g lu co se  
c o n tro l.  F o r  in su lin  re s is ta n ce , sm a ll re g u la r  low  fa t  m e a ls  
S u c ro s e  up  to  10%  to ta l e n e rg y , e x c e p t  fo r  o v e rw e ig h t  p e o p le  o r  th o se  
w h o  h a v e  p o o r  m e ta b o lic  c o n tro l o r  ra ise d  tr iq ly c e r id e s
N u tr it io n C o n s u m p t io n  o f  a w id e  v a r ie ty  o f  fo o d s .  S u p p le m e n ta t io n  o f v ita m in s  o r  
m in e ra ls  s h o u ld  n o t be re q u ire d , e x c e p t  fo r  w h en  a th e re  is a k n ow n  
d e f ic ie n c y  o r  in c re a s e  in re q u ire m e n t
A c t iv ity A c t iv ity  sh o u ld  be e n co u ra g e d . S e t ty p e , f r e q u e n c y  and  d u ra t io n  g o a ls  
th a t  m e e t th e  in d iv id u a l's  a b ilit ie s  and  n eed s .
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5.3 Treatment of dyslipidaemia, blood pressure & nephropathy
G o a ls T re a tm e n t
Lip id  M anagem ent
T o ta l C h o le s te ro l 3 .0  -  5 .0  m m o l/ l 
H D L  C h o le s te ro l > 1 .0  m m o l/ l 
L D L  C h o le s te ro l < 3 .3  m m o l/ l 
T o ta l:  H D L  R a t io  < 4 .5  
T r ig ly c e r id e s  < 2 .0  m m o l/ l
1. A im  to  a tta in  d e s ira b le  b o d y  w e ig h t
2. L im it  to ta l fa t  < 3 0 %  e n e rg y  in ta k e
3. L im it  s a tu ra te d  fa t  to  < 8 %  e n e rg y  in ta k e
4. E n co u ra g e  re g u la r  a c t iv ity
5. In c re a s e  M U FA : C H O  R a t io
6. I f  h y p e r t r ig ly c e r id a e m ia
7. R e d u ce  a lc o h o l
8. In c re a s e  o m e g a  3 fa t ty  a c id s  D e c re a s e  C H O  
R a tio . In c lu d e  o m e g a  3 fa t ty  a c id s  by
9. H a v in g  f ish  rich  in o m e g a  3 fa t ty  a c id s  2-3  
t im e s  p e r  w eek .
I f  c h a n g e s  in n u tr it io n ,  a c t iv ity  and  g ly c a e m ic  
m e d ic a t io n  do  n o t a c h ie v e  g o a ls  fo r  lip id  le ve ls , 
m e d ic a t io n  m a y  be  re q u ire d
Blood Pressure - Non pregnant & «> 
18years
S y s to lic  B lo o d  P re s s u re  < 1 3 0 m m H g  
D ia s to lic  B lo o d  P re s s u re  < 85  m m H g
1. S o d iu m  < 100  m m o l p e r  d a y
2. I f o v e rw e ig h t  a im  fo r  4 -5  kg lo ss
3. R e d u ce  a lc o h o l in ta k e
In y o u n g e r  p e o p le ,  a g e  re la te d  n o rm a l 
b lo o d  p re s s u re s  s h o u ld  be  re fe r re d  to .
N ephropathy 1. T a k e  an  in d iv id u a liz e d  a p p ro a ch
2. S tr ic t  g ly c a e m ic  co n tro l
H b A lc  < 7%
P re -p ra n d ia l 3 .8  -  6 .6  m m o l/ l
3. P ro te in  0 .6 g /k g /d a y
4. N on  m e a t s o u rc e s  o f  p ro te in  m ig h t  be o f 
b e n e f it
5. Lo w  im p a c t  low  in te n s ity  a c t iv ity
6. S m o k in g  sh o u ld  be d is c o u ra g e d
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5.4 Education Topics
T o p ic A d d it io n a l to p ic s  o r  m e s s a q e s
M e a ls P la n n in g  &  n u tr it io n a l m a n a g e m e n t
C o o k in g  m e th o d s
R e c ip e  b o o k s
S h o p p in g
La b e l re a d in g
E a tin g  o u t
Fa s t fo o d s
S n a ck  fo o d s
C a rb o h y d ra te C o n s is te n t  e n e rg y  and  c a rb o h y d ra te  in ta k e  
H o w  m u ch  s u c ro s e  to  in c o rp o ra te
U se  o f  low  G I fo o d s  to  a s s is t  w e ig h t  re d u c t io n , b lo od  g lu c o s e  
c o n tro l &  d y s l ip id a e m ia
P ro te in
D ie ta ry  Fa t T y p e s  and  q u a n t it ie s  to  in c lu d e
F ib re T y p e s  and  e ffe c ts
F re e  F o o d s
A lte rn a t iv e N u tr it iv e  and  n o n -n u tr it iv e
S w e e te n e rs C a rb o h y d ra te  m o d if ie d  fo o d s
E x e rc is e A c t iv ity  in te n s ity  &  d u ra t io n
A lc o h o l D is c u s s  g u id e l in e s
S a lt
H e a lth N u tr it io n a l m a n a g e m e n t  o f  s h o r t  te rm  illn e s s  
S ig n s  &  s y m p to m s  o f  h y p o g ly c a e m ia  ( if  re le v a n t)
In c o rp o ra t in g  d ia b e te s  n u tr it io n a l m a n a g e m e n t  w ith  o th e r  n u tr it io n  
re la te d  c o n d it io n s  o r  d is e a s e s
L ife s ty le S h ift  w o rk  ( if  re q u ire d )
B e h a v io u r  m o d if ic a t io n
Food  &  a c t iv ity  d ia r ie s  ( if  a p p ro p r ia te )
O th e r V ita m in  &  m in e ra l s u p p le m e n ts  
H e a lth  F o o d s
U se  o f  h o m e  b lo o d  g lu c o s e  re su lts  to  e f fe c t  fo o d  and  a c t iv ity  
O ra l H y p o g ly c a e m ic  m e d ic a t io n s  ( if  re le v a n t)
D is c u s s  and  p ro v id e  re le v a n t e d u ca t io n  re s o u rc e s
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Appendix 6 ANPG Tables
6.1 Desired outcomes of MNT
Indices Goal Outcomes 4-6 
weeks post initial 
MNT
Ongoing desired 
outcomes
Glycaemic Control
F a s t in g /p re p ra n d ia l 
g lu c o s e  < 6 .4  m m o l/ l
P o s tp ra n d ia l (2h r)
< 7 .8  m m o l/ l
4 .5  -  6 .7  m m o l/ l
5 .6  -  10 m m o l/ l 
Im p ro v e m e n t  if 
> 11 m m o l/ l
10%  re d u c t io n  o r  
ta rg e t  g oa l, if n o t 
re c o m m e n d  n u tr it io n  
o r  M N T  c h a n g e s
T a rg e t  g o a ls  a re  
m a in ta in e d
H b A lc  < 6 .0 % 6 .0  -  7 .5 %
Lipids
C h o le s te ro l 
L D L  C h o i 
H D L  C h o i
I f  c h o le s te ro l e le v a te d  
a 6 -1 2 %  d e c re a s e
T a rg e t  g o a ls  a re  
m a in ta in e d
T r ig ly c e r id e s
Blood Pressure < 1 3 0 /8 5  m m H g If no re s p o n se  to  
life s ty le  ch a n g e  
c o n ta c t  p h y s ic ia n
Weight Change S h o rt  T e rm  
0 .2  -  0 .5  k g /w k  
2 .5  -  9 .0  kg
W e ig h t  lo ss  1 .5 -  3
kg
M a in ta in  re a s o n a b le
w e ig h t
2 .5  -  9 .0  kg
Food/Meal Plan R e g u la r  m e a ls  &  
sn a c k s
A p p ro p r ia te  fo od  
c h o ic e s  &  a m o u n ts  
C a lo r ie  re d u c t io n  
O f  25 0  -  500  k ca l/d
P o s it iv e  ch a n g e s  
m a d e
P o s it iv e  ch a n g e s  
m a d e  &  m a in ta in e d
Exercise * 1 0 -1 5  m in , 3 -4 /w k G ra d u a l in c re a se E x e rc is e  m a in ta in e d
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6.2 Components of Assessment
M in im u m  re fe r ra l d a ta  fo r  M N T In it ia l n u tr it io n  a s s e s s m e n t
Diabetes treatment regime Clinical Data
• M N T  a lo n e • H e ig h t  &  w e ig h t  w ith o u t  s h o e s  in lig h t
• M N T  a n d  o ra l h y p e rg ly c a e m ic  a g e n ts c lo th in g
• M N T  a n d  in su lin  o r  c o m b in a t io n  th e ra p y • D e te rm in e  re a s o n a b le  b o d y  w e ig h t
Laboratory data • E s t im a te  d a ily  e n e rg y  n ee d s
• A s s e s s  m in im u m  re fe rra l d a ta
• G ly c a te d  h a e m o g lo b in
• F a s t in g  o r  n o n - fa s t in g  p la sm a  g lu c o s e
Nutrition History
• C h o le s te ro l and  f ra c t io n a t io n s • D e te rm in e  u su a l fo o d  in ta k e  &  p a tte rn
• B lo o d  P re s su re • E v a lu a te  fo r  e n e rg y  and  m a c ro n u tr ie n ts ,
• M ic ro a lb u m in ty p e s  and  a m o u n ts ,  n u tr ie n t  d is tr ib u t io n ,
Physician goals for patient care o th e r  n u tr it io n a l co n ce rn s ,  fre q u e n c y  and  
t im in g  o f  m ea ls
• T a rg e t  b lo o d  g lu c o s e  le v e ls • W e ig h t  h is to ry , re c e n t  w e ig h t  ch a n g e s ,
• T a rg e t  g ly c a te d  h a e m o g lo b in  le v e ls w e ig h t  g o a ls
• M e th o d  and  f r e q u e n c y  o f  S M B G • A s s e s s  a p p e t ite ,  e a t in g  o r  d ig e s t io n
• P la n s  fo r  in s t ru c t io n  and  e v a lu a t io n  o f p ro b le m s
S M B G • F re q u e n cy  o f  and  ch o ic e s  in re s ta u ra n t
Medical History m e a ls  
• A lc o h o l
• D y s l ip id a e m ia  o r  c a rd io v a s c u la r  d is e a s e • S u p p le m e n ts
• H y p e r te n s io n
• R e n a l D is e a s e
Assess Exercise
• A u to n o m ic  n e u ro p a th y , e s p e c ia lly • A c t iv ity  ty p e  &  fre q u e n cy
g a s t ro in te s t in a l • E s t im a te  e n e rg y  e x p e n d itu re
Medications that affect MNT • L im ita t io n s  th a t  h in d e r  o r p re v e n t 
e x e rc is e
• D ia b e te s • A s s e s s  w il l in g n e s s  &  a b ility  to  b e co m e
• H y p e r te n s io n m o re  a c t iv e
• L ip id  lo w e r in g
• G a s t ro in te s t in a l
Assess Psychosocial &  economic issues
• O th e rs • L iv in g  s itu a t io n , co o k in g  fa c ilit ie s ,
Guidelines for exercise f in a n ce s ,  e d u ca t io n , e m p lo y m e n t  
• C u ltu ra l &  re lig io u s  c o n s id e ra t io n s
• M e d ic a l c le a ra n c e  fo r  e x e rc is e • F a m ily  &  so c ia l s u p p o r t
• E x e rc is e  lim ita t io n s ,  a s  a p p ro p r ia te • A n y  o th e r  im p o r ta n t  is su e s
Assess Blood Glucose monitoring
• K n o w le d g e  o f  ta rg e t  ra n g e s
• T e s t in g  m e th o d  &  fre q u e n c y  o f te s t in g
• B lo o d  g lu c o s e  re c o rd s  -  h y p e r  &  h ypo  
g ly c a e m ia , ta rg e t  B G L
A s se s s  k n o w le d g e , sk ills , a tt itu d e s ,
m o t iv a t io n
• S u rv iv a l &  c o n t in u in g  e d u ca t io n  
k n o w le d g e
• B a s ic  k n o w le d g e
• A t t itu d e s  to  n u tr it io n  &  h ea lth  and 
re a d in e s s  to  lea rn
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6.3 Initial Nutrition Intervention
C o m p o n e n t In te rv e n t io n
Lo n g  T e rm  G o a ls • P a t ie n t  &  h ea lth  c a re  te a m  long  te rm  g o a ls
•
•
•
T a rg e t  B G L , H b A lc ,  w e ig h t,  lip id s , b lo o d  p re s su re , 
o th e rs
E m p h a s iz e  th e  im p o r ta n c e  o f  a h e a lth  life s ty le  
R e v ie w  re d u c t io n  o f  r isk  fa c to r s  and  c o m p lic a t io n s
N u tr it io n  P re s c r ip t io n • D e te rm in e  n u tr it io n  p re s c r ip t io n  on re le v a n t a s s e s sm e n t  
in fo rm a t io n
F o o d /M e a l P la n n in g  & • D is cu s s  b a s ic  n u tr it io n  and  d ia b e te s  g u id e lin e s :  w ha t,
S u rv iv a l S k il ls
•
•
•
w h en  and  how  m u ch  to  e a t ( re fe r  ta b le  20)
I f  t r e a tm e n t  p la ce s  p a t ie n t  a t r isk  o f  h y p o g ly ca e m ia , 
e m p h a s is e  th e  n eed  fo r  m a tch in g  m ea ls  and  m e d ic a t io n  
a c t io n  (s)
R e v ie w  re c o g n it io n  and  t re a tm e n t  o f  h y p o g ly ca e m ia  
D e p e n d in g  on  in te re s t  o r  re a d in e s s  to  lea rn  d is cu ss  
o th e r  a p p ro p r ia te  to p ic s  ( ta b le  20 )
E d u ca t io n  T o o ls • S e le c t  a p p ro p r ia te  e d u ca t io n  su p p o r ts
B lo o d  G lu c o s e  M o n ito r in g •
•
T e a ch  S M B G  if n ee d ed  
R e v ie w  ta rg e t  B G L
E x e rc is e • D is cu s s  e x e rc is e  re c o m m e n d a t io n s
S h o r t  T e rm  G o a ls •
•
•
E a tin g , e x e rc is e  and  b lo o d  m o n ito r in g  b e h a v io u rs  
Id e n t ify  and  s u m m a r is e  a c h ie v a b le  sh o r t  te rm  g o a ls  
F o cu s  on  ch a n g in g  1-2 b e h a v io u rs  a t a t im e
F o llo w  Up •
•
•
P ro v id e  re co rd  fo rm s  (food , e x e rc is e ,  S M B G )
D e te rm in e  fo llo w  up p lan s
If p a t ie n t  can  a ch ie v e  g o a ls  w ith o u t  im m e d ia te  fo llo w  
up, re c o m m e n d  re v ie w  in 6 -  12 m o n th s
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6.4 First Follow up Visit
Assessment Intervention
C o m p o n e n t T a s k Component Task
F o llo w  up  d a ta Assess Changes F o o d /M e a l • A d ju s t  M N T  as n ee d ed
• W e ig h t  (as  ta b le  17) P la n n in g • R e co m m e n d  ch a n g e s
• L a b o ra to ry  d a ta to  im p ro v e  o u tco m e s
• M e d ic a t io n e.g . m ea l sp a c in g ,
Review fo o d  ch o ice s;
• S M B G  re su lts p o r t io n s , t im in g ,
• Food  &  E x e rc is e e x e rc ise ;  fre q u e n cy ,
re c o rd s d u ra t io n , ty p e , t im in g
B lo o d  G lu c o s e • D e te rm in e  if th e re  is a E d u ca t io n R e v ie w  &  re in fo rce
d o w n w a rd  tre n d s e lf  m a n a g e m e n t
• D e te rm in e  % B G L sk ills
w ith in  ta rg e t  ra n g e • P ro v id e  new  and
Assess e x p a n d e d  n u tr it io n
• BG  g o a ls  b e in g  m e t &  
w il l in g n e s s  fo r  S M B G
• H y p o g ly c a e m ia  p a tte rn
in fo rm a t io n  (tab le  21)
N u tr it io n Assess G o a ls • R e v ie w  &  re in fo rce
P ro g re s s • U n d e rs ta n d in g  o f long  te rm  d ia b e te s
in fo rm a t io n m a n a g e m e n t g o a ls
• R e g u la r ity  o f  m e a ls  & • R e se t s h o r t  te rm
sn a ck s
• A p p ro p r ia te n e s s  o f 
fo o d  c h o ic e s  &  
q u a n t ity
• F u r th e r  im p ro v e m e n ts
b e h a v io u ra l g o a ls
S h o r t  T e rm Assess Fo llo w  Up • R e co m m e n d  se cond
G o a ls • A c h ie v e m e n t fo llo w  up v is it  as
• W il l in g n e s s  and  a b ility a p p ro p r ia te
to  m a k e  fu r th e r • P lan  fo r  a re p ea t 
H b A lc  re su lt  fo r
se co n d  fo llo w  up v is it
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6.5 Subsequent Follow Up visits
Assessment
Component T a s k
Intervention
Component Task
F o llo w  up  d a ta Assess Changes
A s  p e r  f ir s t  fo llo w  up 
E v a lu a te  g ly c a te d  
h a e m o g lo b in  &  o th e r  
n ew  re su lts
T h e ra p y  
C h a n g e s  
R e c o m m e n d e d  if
B lo o d  G lu c o s e
N u tr it io n  
P ro g re s s  
S h o r t  T e rm  
G o a ls
A s  p e r  f ir s t  fo llo w  up 
A s  p e r  f ir s t  fo llo w  up 
A s  p e r  f ir s t  fo llo w  up
E d u ca t io n  
G o a ls  
F o llo w  Up
B G L  n o t d e c re a s e d  by 
10%  o r  re a ch ed  
ta rg e ts
G ly c a te d  h a e m o g lo b in  
has  n o t d e c re a s e d  
W e ig h t  re d u c t io n  o f 
2 .3 -  4 .5 kg  w ith o u t
im p ro v e d  B G L  
P a t ie n t  no t w illin g  o r 
a b le  to  m ake  
a d d it io n a l fo od  and 
e x e rc is e  c h a n g e s  
F u r th e r  in te rv e n t io n  
u n lik e ly  to  im p ro ve  
m ed ica l o u tco m e s  
A s  p e r f ir s t  fo llo w  up
A s  p e r f ir s t  fo llo w  up
R e co m m e n d  
a d d it io n a l fo llo w  up if 
th e re  has been  
ch a n g e s  to
m e d ic a t io n , w e ig h t  
lo ss  re q u ire d  o r 
a d d it io n a l e d u ca t io n  
n ee d ed
G o a ls  m et, fo llo w  up 
6 -1 2  m o n th s
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6.6 Essential Education Tonics
Le v e l o f  E d u ca t io n E d u ca t io n  T o p ic s
B a s ic  s u rv iv a l in fo rm a t io n  
re q u ire d  by a ll p e o p le  w ith  
d ia b e te s
• B a s ic  fo o d /m e a l p lan  g u id e l in e s
• E x e rc is e  g u id e l in e s
• S ig n s , s y m p to m s ,  t re a tm e n t  and  p re v e n t io n  o f 
h y p o g ly c a e m ia  if  on  o ra l a g e n t  o r  in su lin
• N u tr it io n a l m a n a g e m e n t  d u r in g  s h o r t  te rm  illn e s s
• S e lf  m o n ito r in g  o f  b lo od  g lu c o s e  s k ills
• P lan  fo r  c o n t in u in g  ca re
E s s e n t ia l e d u c a t io n  fo r  o n g o in g  
n u tr it io n  s e lf-m a n a g e m e n t .  
S e le c t  to p ic s  b a sed  on  th e  
in d iv id u a l's  k n o w le d g e ,  life s ty le  
and  e x p e r ie n c e  in p la n n in g , 
p u rc h a s in g  and  p re p a r in g  fo o d  
and  m ea ls .
• S o u rc e s  o f  d ie ta ry  c a rb o h y d ra te ,  p ro te in  and  fa t
• N u tr it io n  la b e ls
• G ro c e ry  sh o p p in g  g u id e l in e s
• E a tin g  o u t -  re s ta u ra n ts ,  ca fé  and  fa s t  fo o d  c h o ic e s
• M o d ify in g  fa t  in ta k e
• U se  o f s u g a r  c o n ta in in g  fo o d s
• D ie t fo o d s  and  sw e e te n e rs
• S n a ck  ch o ic e s
• A lc o h o l g u id e lin e s
• U s in g  BG  m o n ito r in g  fo r  p ro b lem  so lv in g  and  
id e n t if ic a t io n  o f  B G L  p a tte rn s
• A d ju s t in g  fo o d  fo r  e x e rc is e
• B e h a v io u r  m o d if ic a t io n  te c h n iq u e s
• E x ch a n g e s  (se rv e  s ize s )
• R e c ip e s , m enu  id e a s  and  c o o k  b o o k s
• S p e c ia l o c ca s io n s ;  b ir th d a y , c e le b ra t io n s ,  h o lid a y s
• Lu n ch  id ea s
• T ra v e l and  s c h e d u le  ch a n g e s
• N u tr it io n  s u p p le m e n ts ;  v ita m in , m in e ra ls , o th e r
• S h ift  w o rk
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Appendix 7 Recruitment Protocol
P lease read  each  o f  the steps ou tlin ed  be low  before p roceed in g  w ith  recruitm ent. P lease  
tic k  o ff  the steps fo r the se lection  o f  and contactin g  o f  d ietitians as each d ietitian  is selected  
and contacted . W h en  se lection  and/or contact procedu res cannot be fo llow ed, record how  
the p rocess has been  altered  in  that situation.
1. Confidentiality 4 Steps
The names of dietitians who are contacted by DSIG Chairpersons or 
Branch Secretaries are not known to anyone else. The nominations 
need to be confidential.
The purpose of contacting the dietitians is only to invite them to 
participate, not to gain their consent for participation To maintain the 
confidentiality of dietitians who agree to or decline participation, 
DSIG Chairpersons and Branch Secretaries will not know who 
proceeds to be interviewed.
The dietitians contacted by DSIG Chairpersons and Branch 
Secretaries will express their interest to participate in the interviews 
by contacting the researcher directly.
The researcher will only have access to the names of dietitians who 
agree to participate. The confidentiality of the dietitians who decline 
will be maintained. The names of dietitians who participate in the 
research will also be confidential, with the exception of the 
researcher.
2. Selecting Diabetes Selection Checklist
Dietitians Work solely in diabetes (majority of work in clinical management of 
type 2 diabetes) or
Work consists of at least 50% in clinical management of type 2 
diabetes.
Note — It may not be possible to choose a private practice dietitian 
who has a > 50% workload in type 2 diabetes. Choose a private 
dietitian who has an interest in type 2 diabetes and sees people with 
diabetes as a part of his/her regular clinical work.
3. Selecting Diabetes 
Work Places
Choose 2 dietitians from each of the following work places 
(6 dietitians in total)
Diabetes Service/Centre or Community Health Centre
Private Practice
Hospital
4. Rural & Metropolitan 
Dietitians
When possible select one rural and one metropolitan based dietitian 
for each of the three work place categories (step 3.).
5. Diabetes Dietitians 
Register
A register of diabetes dietitians does not exist, however refer to the 
DSIG membership lists for your state. Otherwise refer to DAA 
diabetes reference group lists and diabetes networks.
6. Contacting Dietitians Use a standard approach to contact the dietitians. Forward the 
Information Sheet. Please use either the telephone script or 
email/mail message below.
7. Completion of 
Contacting
DSIG Chairpersons and Branch Secretaries will advise the researcher 
that the six dietitians have been contacted.
8. Dietitians who accept 
to participate
Dietitians will contact the researcher and the researcher will follow up 
their interest.
9. Recruitment into the 
study
Dietitians who accept the invitation to participate, will provide signed 
consent to the researcher, as outlined in the ethics submission. 
Recruitment will also meet the requirements of a representative 
sample.
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6. Contacting Dietitians continued 
Telephone Script
“Hello (insert name dietitian) it is (insert your name and title) I am telephoning to invite you to participate in 
the Dietitians Diabetes Guidelines Project for DAA. Sallyanne Knights, APD who is coordinating the project 
would like to interview diabetes dietitians about diabetes practice and to gain views on best practice in 
diabetes. I will forward an information sheet by fax, email or mail to provide you with further details on the 
project.
If you are interested in finding out more information about the project please contact Sallyanne directly, 
within one week, to gain more information on the study and/or to express your interest in participating in the 
study. Your nomination to participate in the study is known only to the nominator and yourself. If you decide 
not to contact the researcher, no one else will know of your nomination. If you decide to contact the 
researcher, she will also know of your nomination. Only the researcher will know the identities of those who 
contact her. Sallyanne’s contact details are included on the Information Sheet. If you choose to decline the 
offer to participate, there is no need to contact Sallyanne.
How would you like me to forward the Information Sheet to you?
Many thanks for your time”
Email or Mail Message
Dear (insert name) I am writing to you to invite you to participate in the Dietitians Diabetes Guidelines 
Project for DAA. Sallyanne Knights, APD who is coordinating the project would like to interview diabetes 
dietitians about diabetes practice and to gain views on best practice in diabetes. I have attached an 
Information Sheet on the project.
This study is crucial to inform best practice for dietitians and develop practice guidelines, which have been 
identified as a priority by Australian dietitians. The research also constitutes part of the work required for 
Sallyanne’s Masters (Hon) degree. If you are interested in finding out more about the project please contact 
Sallyanne directly, within one week, to gain more information on the study and to express your interest in 
participating in the study.
Your nomination to participate in the study is known only to the nominator and yourself. If you decide not to 
contact the researcher, no one else with know of your nomination. If you decide to contact the researcher, 
she will also know of your nomination. Only the researcher will know the identities of those who contact her.
Sallyanne’s contact details are email inbalance@paradise.net.nz and mail 46 Franklin Street, Dalmore 
Dunedin. If you choose to decline the offer to participate, there is no need to contact Sallyanne.
Note — If dietitians are contacted by email or mail, it is recommended that a telephone call be made to the 
dietitian to ensure that the dietitian has received the correspondence. It is not necessary or appropriate to 
enquire whether they accepted or declined the invitation.
Summary of Roles & Responsibilities
Role Tasks Responsibilities
Researcher Provide information and support, 
regarding the study, to DSIG 
Chairpersons, Branch Secretaries and 
dietitians. Follow up contact with 
dietitians who express interest in 
participating in the study. Obtain wntten 
consent.
Follow procedures as outlined in 
ethics submission.
DSIG Chairperson & 
Branch Secretary
Select and contact dietitians.
Advise the researcher once the six 
dietitians have been contacted.
Follow recruitment guidelines. 
Record alterations to the 
recruitment procedure.
Dietitians Express interest in the research directly to 
researcher. Provide written consent.
Participate in interview.
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4 .1 C o n sen t F orm
Appendix 8 Forms - Consent & Declining Participation
U niversity  o f  W ollongong  
C onsen t Form
D efin in g  B est P ractice for D ietitians W ork in g  in the F ield  o f  D iabetes
R esearchers Sallyanne J  K nights, BSc G rad D ip D iet, A PD
A sso c P ro f L inda C T apse ll, BSc, M H PE d, PhD , A PD
I have been  g iven  in fo rm ation  about research  on D ietetic D iabetes P ractice G uidelines and 
d iscu ssed  the research  p ro ject w ith  Sallyanne K nights w ho is conducting this research  as part o f  a 
M asters o f  Science D egree, superv ised  by A ssoc P ro f L inda T apse ll in the departm ent o f 
B io m ed ica l Sciences at the U n iversity  o f  W ollongong.
I un derstan d  that, i f  I consent to partic ipate in this p ro ject I w ill be asked to participate in a 
te lephone in terv iew . I have been advised  o f the potential risks and burdens associated w ith  this 
research , w h ich  include a recorded  telephone in terv iew  o f  length 30 -  60 m inutes, and have had an 
opp o rtun ity  to ask Sallyanne K nights any questions I m ay have about the research and m y 
partic ipation .
I un derstan d  that m y partic ipation  in this research  is vo luntary, I am  free to refuse to participate 
and  I am  free to w ith d raw  from  the research  at any time. M y refusal to partic ipate or w ithdraw al o f 
consen t w ill n o t affect m y ab ility to partic ipate in further research  coord inated  by the D epartm ent 
o f  B iom ed ica l Science, U n iversity  or W ollongong or m y access to in form ation  or services that 
w o u ld  assist m y p ractice as a d ietitian.
I f  I have any enquiries about the research , I can contact Sallyanne K nights by telephone 0011 643 
473 1141 or em ail inba 1 ance@ parad ise .net.nz and L inda T apsell, (02) 4221 3152. I f  I have any 
concerns or com plain ts regard ing  the w ay the research  is or has been conducted , I can contact the 
C om plain ts O fficer, H um an R esearch  Ethics C om m ittee, U n iversity o f  W ollongong on 42214457.
B y sign ing  be low  I am  ind icating  m y consent to participate in the research  entitled D efin ing  B est 
P ractice  for D ietitians W ork ing  in the F ie ld  o f D iabetes, conducted  by Sallyanne K nights and L inda 
T ap se ll as it has been described to m e in the inform ation sheet and in d iscussion w ith  Sallyanne. I 
understand  that the data co llected  from  m y participation  w ill be used  for the purpose o f  thesis, 
jo u rn a l pub lication  and conference presentations, and I consent for it to be used  in that m anner.
S igned  D ate
N am e (p lease print)
/....../
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4.2 Form to decline participation
Research Refusal Form
U n iversity  o f  W ollongong
D ietetic  D iabetes Practice G uidelines
R esearchers Sallyanne J  K nights, B Sc G rad D ip D iet, APD
A sso c P ro f L inda T apsell, BSc, M H P, PhD , A PD
D ear Sallyanne,
I w ish  to advise you  that I have declined your invitation  to partic ipate in the research  describ ing 
b est d ietetic p ractice in  type 2 diabetes.
S igned  D ate
..................................................  ..../..../....
N am e (p lease print)
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Appendix 9 Interview Question Prompts
In terview  Q uestions  
In trod u ctio n
“I w o u ld  like to speak to [name] regard ing  a letter I sent to her/h im  about partic ipating in  research  
concern ing  clin ical d ietedc practice standards for the m anagem ent o f  type 2 d iabetes.”
Seek  agreem en t to com m ence the interview .
1.) P lease describ e for m e w h at you  consider to be the key elem ents o f  your w o rk  in type 2 
d iab etes m anagem en t. Y ou  m ight w an t to describe w h at you  do in a typ ical day or w eek, 
in d ica tin g  w h at yo u  consider to be core activities.
P ro v id e  two opportun ities for the partic ipant to add add itional activities, by asking 
“Is there anyth ing  else?”
A fte r the tw o p rom pts, ask for their com m ent on activities, not prev iously  discussed, from  the 
fo llow ing  list.
1. D o  you  conduct N utritional A ssessm ent? W hat do you consider to be the elem ents o f  nutritional 
assessm ent?
□ A n th ropom etry
□ B io ch em istry
□ D iet h isto ry
□ C lin ical
□ P sycho log ica l
□ P hysica l activ ity
2. In the m an ag em en t o f  c lin ical cases, do you  form erly estab lish  m anagem ent goals & 
ob jectives? F or w hich  com ponents o f  m anagem ent?
□ A nthropom etries
□ M etabo lic
□ D ietetic
□ B ehav ioural
□ P hysica l activ ity
3. W h at do you  see as the com ponents o f  dietetic treatm ent in the clin ical case?
□ D ietetics
□ E ducation
□ M ed ications
□ P h ysica l activ ity
□ M an agem en t p lan  &  fo llow  up
4. D o you  conduct outcom e assessm ent? W hich  variab les do you  assess?
□ D ietetic
□ A n th ropom etries
□ B io ch em istry
□ P hysica l activ ity
2 . ) W h y  is the activ ity  a p art o f  yo u r norm al w ork?
3 . ) W h at happens i f  yo u  d o n ’t do, or com plete , this activity?
4 . ) A re you  alw ays able to un dertake this activity  as part o f  you r norm al w ork? I f  not, w hy?
5. ) H ow  w ou ld  you  like to see yo u r practice  in type 2 d iabetes develop in the future? W hy?
6. ) W h at w ou ld  you  con sid er best practice  for a d ietitian  in type 2 diabetes? W hy?
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